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PREFACE 


Internal  medicine  is  advancing,  and  rapidly,  especially  at  those 
points  along  its  wide  front  where  the  preclinical  sciences  find  appli¬ 
cation.  But  the  salient  which  is  now  to  occupy  our  attention  pro¬ 
jects  into  that  part  of  no-man’s  land  termed  by  the  public,  for 
want  of  a  better  name,  ‘‘the  nervous  conditions,”  and  often  by  the 
medical  profession  as  the  “functional  physical  and  mental  states.” 

The  psychiatrists,  like  ourselves,  are  approaching  this  objec¬ 
tive,  but  from  the  angle  of  psychopathology.  Their  field  and  ours, 
however,  overlap  but  little.  Ours,  none  can  properly  enter  save 
the  internist  trained  in  the  accurate  diagnosis  of  that  great  variety 
of  organ  dysfunctions  which  physical  diseases  produce.  He  alone 
can  evaluate  those  elements  which  the  patient’s  disturbed  person¬ 
ality  injects  into  the  clinical  pictures  of  organic  diseases ;  he  alone 
can  recognize  those  almost  exact  imitations  of  these  same  organic 
diseases  which  have  their  origin  in  the  emotional  life  of  the  pa¬ 
tient.  Such,  to-day,  are  internal  medicine’s  hardest  problems ;  to¬ 
morrow,  we  believe,  they  will  be  the  family  physician’s  routine 
task. 

This  study  of  the  nervous  patient  presents  the  work  of  twenty 
years  as  Professor  of  Internal  Medicine,  Indiana  University.  The 
opportunity  to  arrange  the  material  for  publication  was  afforded 
me  by  my  appointment  as  Research  Professor  of  Medicine  of  this 
university,  which  has  given  privileges  for  which  I  desire  to  ex¬ 
press  sincere  gratitude. 
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For  each  patient  who  consults  the  general  practitioner  for  symp¬ 
toms  which  clearly  indicate  organic  diseases,  there  are  at  least  two 
others  whose  complaints  this  doctor  in  the  past  has  attributed  to 
“nervousness.”  These  latter  are  the  “nervous”  patients  who  to-day 
are  filling  the  offices  of  the  “irregulars.”  Others,  more  loyal  to 
“regular  medicine,”  still  submit  to  drug  and  surgical  therapy,  but 
seldom  gain  the  relief  they  desire. 

The  person  who,  weakened  by  latent,  unrecognized  organic  dis¬ 
ease,  tires  too  easily  and  yet  refuses  to  reconcile  himself  to  his 
inefficiency,  often  complains  that  he  is  “nervous.”  The  optimist 
of  yesterday,  who  to-day  has  lost  the  “joy  of  life,”  tells  his  doctor 
that  he  is  “nervous.”  The  “emotional”  person  whom  every  symp¬ 
tom  startles,  the  one  to  whom  a  chance  pain  suggests  a  serious  dis¬ 
order,  the  one  who,  “trembling  inside,  cannot  let  go  of  himself,” 
all  call  themselves  “nervous.”  The  above  list  might  well  be  longer, 
yet  in  it  we  have  included  patients  with  any  one  of  many  serious 
organic  diseases,  personality  problems,  disturbances  of  the  internal 
secretions,  psychoneuroses,  and  mild  insanity.  To  understand  the 
“nervous”  patients,  therefore,  we  must  study  not  only  purely  func¬ 
tional  conditions,  but  also  the  early  stages  of  practically  every  phys¬ 
ical  and  mental  disease. 

Our  suggestion  is  not  that  the  medical  practitioner  of  the  future 
should  prepare  himself  for  some  new  medical  field,  but  that  he 
should,  thanks  to  the  recent  great  advances  in  internal  medicine, 
treat  better  exactly  the  same  groups  of  patients  who  since  the  time 
of  Hippocrates  have  filled  general  practitioners’  offices,  and  with 
much  the  same  complaints. 

A  study  forty  years  ago  of  the  case  records  of  even  our  best 
hospitals  would  have  shown  that  the  diagnosis  for  perhaps  a  third 
of  all  cases  admitted  to  the  medical  wards  was  “neurasthenia.” 
Those  patients  doubtless  were  “neurasthenic,”  yet  the  majority  of 
them  probably  were  suffering  from  organic  or  mental  diseases 
which  the  diagnostic  methods  of  that  day  could  not  demonstrate. 
When  asked  thirty  years  ago  to  explain  the  failure  of  the  well- 
meant  Emmanuel  movement,  one  of  the  doctors  connected  with  it 
said,  “It  was  our  fault.  Medicine  is  not  yet  far  enough  advanced 
to  make  sufficiently  early  diagnoses.  The  girl  who  on  her  first  visit 
we  pronounced  as  merely  ‘nervous,’  later  returned  with  unmistak¬ 
able  pulmonary  tuberculosis ;  and  the  man  who,  we  said,  had  ‘ner- 
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vous  dyspepsia/  came  back  a  year  later  with  a  large  gastric  can¬ 
cer.”  Dr.  Weir  Mitchell  gained  considerable  fame  for  his  treat¬ 
ment  of  “nervous”  women,  yet  doubtless  many  of  his  patients  had 
those  forms  of  tuberculosis,  gastric  ulcer,  gall  bladder  troubles, 
etc.,  for  which  his  rest  cure  alone  was  adequate  treatment. 

The  difference  between  the  practice  of  medicine  then  and  to-day 
is  that  thirty-five  years  ago  we  had  but  little  of  roentgenology,  no 
electrocardiograph,  no  means  of  determining  the  basal  metabolism 
rate;  the  Wassermann  test  and  other  clinical  applications  of  serol¬ 
ogy  were  very  new;  functional  diagnosis,  endocrinology,  clinical 
biochemistry  and  clinical  bacteriology  were  in  their  infancy;  neu¬ 
rology  was  chiefly  neural  anatomy ;  Kraepelin’s  book,  which  rewrote 
psychiatry,  had  not  appeared;  and  clinical  psychology  was  then 
unborn.  Since  then  we  have  learned  the  value  of  carefully  taken 
histories  which  cover  the  patient’s  life  since  childhood  and  earlier; 
also,  of  the  dynamic  qualities  of  the  emotions,  able  not  only  to  in¬ 
tensify  and  to  modify  the  usual  symptoms  which  organic  lesions 
cause,  but  also  to  create  others  of  their  own.  Such  progress  has 
enabled  us  so  to  diminish  the  previous  “neurasthenic”  group,  that 
to-day  in  some  clinics  this  term  is  scarcely  tolerated,  since  consid¬ 
ered  as  a  confession  of  failure  to  make  a  correct  diagnosis.  On 
the  other  hand,  the  gain  has  not  all  been  clear,  for  at  the  same 
time  we  have  so  overstepped  the  bounds  of  endocrinology  and 
clinical  bacteriology,  that  these  fields  have  become  almost  as  hazy 
as  formerly  was  that  of  “neurasthenia.” 

We  may  regret  the  ravages  of  contagious  diseases  in  the  hos¬ 
pitals  of  a  century  ago,  believing  that  the  times  have  passed  when 
dangers  lurk  in  medical  institutions.  To-day,  however,  we  are 
beginning  to  realize  that  the  average  ward  is  alive  with  sights  and 
sounds  far  too  interesting  to  psychoneurotic  patients.  We  are  be¬ 
ginning  to  take  care  lest  the  psychasthenic,  although  well  cured 
of  the  gastric  ulcer  which  brought  him  to  the  hospital,  leaves  with 
stronger  phobias  than  ever  before;  lest  the  hysterical  person,  ad¬ 
mitted  because  of  a  broken  leg,  walk  out  briskly,  but  with  his 
mind  well  stocked  with  suggestions  which  in  the  future  will  appear 
as  well-elaborated  psychogenic  syndromes,  ruinous  to  his  family 
and  puzzling  to  his  doctors. 

This  is  not  a  book  for  specialists  but  for  general  practitioners. 
It  is  they  alone  of  our  profession  who  see  organic  and  mental 
diseases  in  their  earliest  stages,  when  prevention  and  cure  are  pos¬ 
sible.  It  is  they  alone  who  are  in  a  position  to  detect  among  the 
“well”  children  of  the  families  they  treat  the  early  evidences  of 
troubles  which  later  only  psychiatrists  can  handle.  It  is  to  these 
men  that  the  following  pages  are  dictated. 
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THE  NERVOUS  PATIENT 


CHAPTER  I 


GENERAL  CONSIDERATIONS 


Among  the  “nervous”  conditions  which  we  propose  to  consider, 
are  many  latent  organic  diseases ;  the  major  psychoses,  in  their 
mild  forms  and  early  stages;  unusual  cases  of  epilepsy;  various 
behavior  problems  which  rest  on  physical  troubles ;  and,  especially, 
the  neuropsychoses.  The  complaints  made  by  patients  with  any 
one  of  these  troubles  differ  according  to  the  latters’  “mental  pat¬ 
terns.”  There  is  no  such  disease  as  “psychasthenia,”  but  there  are 
many  psychasthenic  patients,  many  of  them  with  organic  diseases, 
some  of  whom  suffer  more,  some  less,  and  others  not  at  all,  just 
because  they  are  “psychasthenic,”  and  others  of  them  with  the 
symptoms  but  not  the  lesions  of  organic  disease,  who  suffer  more 
than  do  all  the  others.  There  is  no  such  disease  as  “hysteria,” 
but  there  are  many  hysterical  patients  who  present  accurate  imi¬ 
tations  of  serious  physical  disorders.  We  do  not  attempt  to  change 
the  “personality  pattern”  of  these  patients,  but  we  do  try  by  edu¬ 
cation  to  help  them  to  control  their  psychoneurotic  “trends,”  so 
that  they  and  their  friends  will  suffer  less  because  of  them. 


THE  MENTAL  PATTERN 


Though  it  may  seem  a  long  jump  from  the  pattern  of  the  finger 
prints  or  of  the  features  of  the  face  to  “patterns”  discernible 
within  personality,  yet  we  know  of  no  better  term,  and  so  shall 
use  it  frequently.  What  we  actually  do  observe  are  certain  “re¬ 
actions”  which  our  patients  make,  both  to  their  diseases  and  to 
the  other  problems  of  life  which  confront  them.  These  reactions, 
if  consistently  uniform,  must,  we  say,  indicate  fundamental 
“trends”;  and  since  well-marked  trends  would  seem  to  be  fairly 
permanent  throughout  the  patient’s  life,  they  must,  we  judge,  be 
evidence  of  some  fairly  definite  mental  pattern.  Since  such  trends 
“run  in  families,”  they  must,  we  assume,  be  “inheritable.”  While 
it  may  be  pure  speculation  to  discuss  whether  or  not  the  basis  of 
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such  “reactions,”  “mental  patterns,”  and  “trends”  is  cyto-architec- 
tonic  or  is  functional  in  nature,  that  is,  a  complex  of  paths  of  less¬ 
ened  resistance  within  a  fairly  constant  maze  of  anatomical  neu¬ 
rons,  or,  following  modern  psychologists,  we  emphasize  the  dy¬ 
namic  relations  of  different  nerve-cell  groups  acting  en  masse  one 
upon  the  others,  nevertheless  we  must  assume  for  each  person 
some  underlying,  continuing,  directional  force  which  maintains 
throughout  life  the  same  general  trend  of  all  his  reactions ;  and 
internists,  because  of  their  training,  feel  that  this  must  have  an 
anatomical  basis. 

Following  the  nomenclature  of  psychologists,  we  might  use  the  word 
‘‘personality”  instead  of  “mental  pattern,”  and  like  them  describe  the  former 
in  terms  of  the  habitual  trends  of  the  individual,  the  development  of  which 
depends  on  the  adjustments  which  he  persistently  makes,  as  shown  by  “his 
explicit  (movements,  postures)  and  implicit  (attitudes,  images)  responses, 
subject  to  conditions  under  which  they  occur  and  subject  to  change  under 
new  conditions.”1  The  words  “habitual  trends,”  “adjustments,”  and  “re¬ 
sponses,”  however,  strongly  suggest  volitional  processes,  which  the  term 
“reaction”  does  not.  That  environment  and  early  training  chiefly  determine 
of  what  nature  such  adjustments  (or  reactions)  shall  be,  is  the  claim  of 
some;  yet  the  internist,  from  his  training  in  pathology  and  experience  with 
the  several  generations  of  the  same  families,  is  likely  to  believe  that  some 
anatomical  element,  innate  and  transmissible,  is  of  as  great  or  greater  im¬ 
portance,  and  therefore  feels  that  “mental  pattern”  is  an  apter  term. 

Name  this  basis  of  individuality  what  you  will,  the  emotional 
reactions  of  patients  are  of  great  importance  in  determining  the 
incidence,  the  symptoms,  the  course,  and  the  prognosis  of  their 
organic  and  functional  mental  and  physical  diseases. 

Protective  Defensive  Measures. — The  symptoms  of  practi¬ 
cally  all  organic  diseases,  whether  organic  or  functional,  are,  in 
part  at  least,  reflexly  produced  and  definitely  protective  in  nature. 
We  say,  for  illustration,  that  pneumonia  is  an  infection ;  that  is,  an 
invasion  of  the  patient's  body  by  Micrococcus  pneumoniae  (and 
its  toxins),  and  that  this  offensive  attack  is  met  on  the  part  of 
the  patient  by  biologically  determined  defensive  measures  (the  de¬ 
velopment  of  immunity  bodies,  etc.).  Formerly  we  called  the 
pneumococcus  the  specific  “cause”  of  this  disease;  now  we  say 
that  a  germ  is  “specific”  if  it  is  the  only  one  which  “induces,” 
not  causes,  that  disease.  At  the  bedside  we  see,  in  the  clinical  pic¬ 
ture  presented,  little  direct  evidence  of  the  offensive  action  of 
germs.  To  study  this  aspect  of  disease  we  go  to  the  laboratory. 
What  we  do  see  clinically  are  the  defensive  measures  which  the 
body  has  organized  for  its  protection  against  them.  Pains  of  all 
sorts  are  warnings;  fever,  leukocytosis,  etc.,  are,  it  is  proved,  de¬ 
fensive  measures ;  sputum  is  an  exudate  poured  out  to  dilute  and 
to  destroy  a  germ  or  toxin ;  coughing  is  a  protective  measure  to  re- 
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move  this  sputum ;  mental  obtundity  is  in  some  respects  a  blessing. 
If,  as  in  the  case  of  the  aged,  a  terminal  pneumonia  brings  some 
chronic  diseases,  as  cancer,  to  a  quick  termination,  there  may  be 
none  of  the  “symptoms  of  pneumonia” :  no  fever,  no  pain,  no 
cough,  no  leukocytosis.  The  patient’s  body  is  too  weak  to  offer 
any  resistance  to  the  pneumococcus.  He  quietly  dies,  and  at 
autopsy  we  are  surprised  to  find  that  he  had  an  acute  lobar  pneu¬ 
monia.  We  sometimes,  though  rarely,  see  evidence  of  this  “passive 
resistance”  just  before  death.  The  patient,  previously  suffering 
severely  or  comatose,  becomes,  for  a  few  minutes,  mentally  clear ; 
his  distress  suddenly  disappears,  he  seems  much  better,  and  he 
dies  peacefully.  It  would  seem  as  though  his  body  had  surren¬ 
dered  ;  had  stopped  in  its  defensive  against  the  invader. 

The  symptoms  of  the  acute  infectious  diseases  are  in  large  de¬ 
gree  biological  reactions.  In  general,  men  and  the  lower  animals, 
if  both  are  susceptible,  react  by  certain  physiobiochemical  re¬ 
sponses  to  the  same  germ  (and  their  toxins)  in  much  the  same 
manner.  But  man  reacts  also  psychically,  and  in  this  way  may 
modify  considerably  the  clinical  pictures  of  his  diseases ;  and  the 
psychical  reactions  which  each  will  make  will  depend,  in  part  at 
least,  on  his  “mental  pattern.”  We  say,  for  illustration,  that  a 
patient  may  respond  to  a  disease  in  a  normal,  neurasthenic,  psych¬ 
asthenic,  or  hysterical  manner.  In  very  mild  cases  of  organic  dis¬ 
eases,  such  psychic  reactions  may  dominate  the  picture;  but  the 
more  severe  the  disease  becomes,  the  less  evident  are  these  psychic 
elements,  until,  in  serious  cases,  they  entirely  disappear  and  the 
offensive  and  defensive  become  purely  biological.  In  many  cases, 
and  especially  in  those  of  serious  physical  diseases  in  which  mental 
obtundity  is  characteristically  absent,  it  often  would  seem  that  the 
patient’s  emotional  trends  are  more  important  in  deciding  his  fate 
than  are  the  virulence  of  the  infecting  germ  and  the  potency  of 
our  therapy. 

Introvert  and  Extrovert  Patterns. — Of  the  several  “mental 
patterns,”  or  “temperamental  types  of  personality,”  commonly  rec¬ 
ognized,  two  only  would  seem  to  serve  us  as  basis  for  an  under¬ 
standing  of  the  various  psychoneuroses:  the  introvert  and  the 
extrovert.  The  individual  of  markedly  introvert  type  is  a  thinker, 
not  a  doer ;  always  is  in  doubt ;  always  overscrupulous ;  always 
engaging  in  fruitless  speculation.  To  him,  adjustment  is  an  effort. 
He  is  critical  of  current  views  and  also  of  his  own  opinions.  He 
is  fearful  of  what  people  may  think  of  him.  The  extrovert,  in 
extreme  form,  is  a  “doer.”  He  accepts  current  views,  conforms  to 
social  standards,  is  ready  to  adapt  himself  materially  to  environ- 
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ment,  is  self-assured,  enjoys  certainty  in  regard  to  his  own  opin¬ 
ions,  is  free  from  embarrassment  or  fear  of  criticism.  The  intro¬ 
vert  and  extrovert  trends  of  some  persons  certainly  are  recogniz¬ 
able  early  in  childhood.  How  much  of  such  mental  patterns  is  in¬ 
nate,  how  much  of  them  is  the  product  of  the  experiences  of  in¬ 
fancy,  childhood,  and  adult  life,  we  shall  soon  discuss.  Neverthe¬ 
less,  on  one  point  the  internist  is  convinced :  namely,  that  his  success 
in  treating  his  patients,  whatever  and  however  serious  their  diseases 
may  be,  is  much  greater  when  he  has  made  a  correct  assumption 
of  their  mental  patterns  and  on  this  has  based  his  evaluation  of 
their  symptoms  and  the  details  of  his  treatment,  than  when  he 
follows  routinely  the  same  therapies  for  all  patients  with  nominally 
the  same  diseases. 

The  psychoneuroses,  the  main  subjects  to  be  discussed  in  this 
volume,  we  would  now  define  as  illnesses  in  greater  or  less  degree 
psychogenic,  which  result  from  the  reactions  which  patients  make 
to  the  problems  of  life  which  either  confront,  or  which  they  imagine 
confront,  them.  These  problems  may  be  symptoms  of  diseases, 
whether  the  latter  are  real  or  feared,  and  disease  pictures  emo¬ 
tionally  aroused  as  avenues  of  escape  from  social,  economic,  etc., 
problems  which  they  feel  themselves  unable  to  meet.  Of  psycho¬ 
neuroses  we  recognize  three — neurasthenia,  psychasthenia,  and  hys¬ 
teria.  The  differences  between  these  depend  on  the  differences 
in  the  ways  in  which  patients  meet  their  problems ;  and  this,  in 
turn,  both  on  their  mental  patterns  and  on  their  past  experiences. 
Before  we  begin  our  description  of  these  syndromes,  however,  it 
will  be  necessary  to  consider  briefly  the  mechanisms  by  which  all 
symptoms,  those  organic  as  well  as  those  functional,  are  produced ; 
the  special  contributions  which  the  various  systems  of  the  body, 
when  diseased  or  functionally  disturbed,  may  make  to  these  syn¬ 
dromes;  those  modifications  of  these  contributions  which  the  pa¬ 
tient’s  emotional  life  can  effect ;  and  those  elements  in  the  syn¬ 
dromes  for  which  the  latter  is  entirely  responsible. 
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CHAPTER  II 


MECHANISMS  BY  WHICH  PHYSICAL  SYMPTOMS 
ARE  PRODUCED 

THE  AUTONOMIC  NERVOUS  SYSTEM 1 

As  mentioned  on  page  2,  some  of  the  symptoms  of  organic 
disease,  and  especially  those  early  in  their  course,  are  to  be  con¬ 
sidered  as  defensive  measures.  Others  are  the  results  of  the 
compensatory  activity  of  well  organs,  designed  to  assist  a  related 
organ  to  function  as  efficiently  as  is  possible  in  spite  of  its  lesions. 
Still  others  are  reflex  in  origin,  but  their  significance  is  as  yet  un¬ 
known.  A  brief  study  of  the  mechanisms  by  which  such  symp¬ 
toms  are  produced  is  the  subject  of  this  chapter. 

Autonomic  Reactions. — The  adjustment  of  the  individual  to 
his  external  environment  depends  on  reactions,  some  of  them  vol¬ 
untary,  some  conscious  but  involuntary,  but  the  most  of  them 
neither,  to  sensations  resulting  from  stimuli  received  on  the  ex¬ 
ternal  surface  of  the  body.  In  like  manner,  life  depends  on  a 
continuous  play  of  analogous  reaction  adjustments,  which  are  both 
involuntary  and  unconscious,  made  through  the  autonomic  nervous 
and  endocrine  systems,  by  means  of  which  each  visceral  organ  is 
enabled  to  function  in  harmonious  cooperation  with  all  the  others, 
thus  maintaining  a  continuous  state  of  homeostasis  (Cannon). 

The  threshold  in  consciousness  for  stimuli  from  the  skin  and 
other  sense  organs  normally  is  very  low.  We  perceive  a  very 
faint  shadow  on  the  retina;  a  slight  movement  of  the  eardrum, 
involving  incredibly  little  energy;  and  yet  it  is  estimated  that, 
sensitive  as  these  organs  of  special  senses  are,  in  certain  mental 
states  stimuli  only  one-fiftieth  as  strong  as  those  normally  just 
perceived  will  register  in  consciousness. 

Reflex  Mechanisms. — From  all  the  organs  of  the  body,  when 
functioning  actively  and  normally,  a  constant  stream  of  afferent 
stimuli  must  flow  towards  the  sensorium,  but  these  are  seldom  per¬ 
ceived  since  they  are  effectually  blocked.  The  mechanisms  respon¬ 
sible  for  this  blocking  must  be  efficient,  since  some  of  our  viscera, 
as  the  heart  and  stomach,  in  terms  of  physical  energy,  act  power¬ 
fully;  yet  very  few  of  the  normal  afferent  nervous  stimuli  which 
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result  from  their  normal  action  and  reaction  rise  in  the  form  of 
sensations  above  the  threshold  of  consciousness.  A  few  do,  as 
those  stimulated  by  the  hunger  contractions  of  the  empty  stomach, 
and  such,  in  general,  are  referred  to  the  organ  from  which  they 
arose;  but  the  most  of  them  reach  no  higher  than  certain  nerve 
centers  in  the  subthalamic  portion  of  the  diencephalon.  These  lat¬ 
ter  centers,  so  far  as  we  know,  have  no  direct  connection  with  the 
cortex,  nevertheless,  certain  afferent  stimuli  from  the  viscera  do 
reach  consciousness ;  through  these  same  centers,  also,  certain  cor¬ 
tical  efferent  stimuli  are  relayed  to  the  viscera,  either  stimulating 
or  inhibiting  their  activities.  But  all  such  stimuli,  both  afferent  and 
efferent,  and  whether  perceived  or  not,  play  their  part  in  the  reflex 
mechanisms  so  important  in  the  regulation  of  the  functions  of  the 
viscera  both  in  health  and  in  disease. 

Sympathetic  and  Parasympathetic  Stimulation. — Each  in¬ 
ternal  organ  is  supplied  by  both  divisions  of  the  autonomic  nerv¬ 
ous  system :  the  sympathetic  and  the  parasympathetic.  The  centers 
of  this  system  are  in  the  sympathetic  chain,  in  the  cord,  and,  the 
highest,  as  mentioned  above,  in  the  subthalamic  region  of  the  cere¬ 
brum.  The  functions  of  these  two  divisions  of  the  autonomic 
system  are  in  general  antagonistic:  each  maintains  its  tonus,  and 
on  the  balance  maintained  between  these  two  do  the  activities  of 
the  viscera,  in  part,  depend.  Like  the  nervous  control  of  the  skele¬ 
tal  muscles,  which  provides  that  the  contraction  of  one  muscle  is 
accompanied  by  the  relaxation  of  its  antagonist,  so  the  sympathetic 
and  parasympathetic  divisions  are  so  balanced  that  when  the  tone 
of  one  is  increased,  that  of  the  other  is  lowered.  Vagus  impulses 
tend  to  inhibit,  and  the  sympathetic  to  accelerate,  the  cardiac  rate ; 
vagal  impulses,  on  the  contrary,  tend  to  stimulate,  and  sympa¬ 
thetic  to  inhibit,  gastro-intestinal  motility ;  vasoconstriction  of  the 
visceral  blood  vessels  is  the  result  of  sympathetic,  and  vasodilata¬ 
tion,  of  parasympathetic,  stimulation ;  the  bladder  contracts  in  re¬ 
sponse  to  impulses  through  the  pelvic  nerves  (parasympathetic) 
and  relaxes  in  response  to  those  through  the  hypogastric  (sympa¬ 
thetic)  nerves ;  contraction  of  the  pupil  is  due  to  impulses  over  the 
oculomotor  nerve  (parasympathetic),  and  dilatation,  to  sympa¬ 
thetic  stimulation.  When  any  visceral  organ  is  functioning  actively, 
many  other  organs  are  stimulated,  both  reflexly  and  through  hor¬ 
mones,  to  act  in  cooperation  with  it.  Thus,  the  stomach  stimulates 
the  pylorus  and  duodenum,  liver,  gall  bladder,  pancreas  and  jeju¬ 
num  to  prepare  themselves  to  do  their  part  in  the  digestion  of 
foods  which  soon  will  be  within  their  spheres  of  influence,  and 
these  organs  in  turn,  while  functioning,  send  similar  efferent  im- 
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pulses  through  similar  paths  towards  the  same  subthalamic  centers. 

For  those  afferent  stimuli  which  result  from  the  normal  function¬ 
ing  of  organs  to  reach  awareness,  however,  requires  either  a  lower¬ 
ing  of  their  threshold  in  consciousness,  the  result  of  a  focusing 
of  the  person’s  emotional  interest  on  the  organs  which  arouse 
them,  or  a  previously  developed  condition  of  pathological  hyper¬ 
irritability  of  the  higher  centers  serving  them,  which  is  the  result 
of  abnormally  frequent  or  violent  stimulation.  If  such  hyper¬ 
irritability  affects  those  neurons  which  normally  convey  also  the 
cutaneous  impulses  to  the  brain  (or,  what  is  more  likely,  if  it  af¬ 
fects  the  neurons  related  to  the  spinothalamic  system),  the  visceral 
afferent  stimuli  are  very  likely  to  reach  consciousness.2 

THE  ENDOCRINE  SYSTEM 

In  cooperative  adjustment  with  the  autonomic  nervous  system  is 
the  endocrine  (page  16),  two  systems  which  in  some  respects  act 
almost  as  one.  For  illustration,  the  effect  of  adrenalin  is  the 
same  as  that  of  sympathetic  stimulation,  and  its  action  explains  the 
persistence  of  the  visceral  concomitants  of  emotional  excitement 
after  the  latter  has  ceased.  The  thyroid  hormone  also  is  a  sympa¬ 
thetic  stimulant.  Some  of  the  hormones  may  possibly  activate  the 
parasympathetic  nerves,  although  none  is  known  which  is  essen¬ 
tially  a  parasympathetic  stimulant.  Therefore,  any  sympathetic- 
parasympathetic  imbalance  thus  produced  must  be  one-sided. 
Nevertheless,  much  depends  on  the  patient.  Adrenalin,  for  illus¬ 
tration,  one  of  the  most  certain  of  sympathetic  stimulants,  pro¬ 
duces  a  far  greater  sympathetic  excitation  in  “sympatheticotonic,” 
and  a  much  weaker  one  in  “vagotonic,”  than  it  does  in  more  normal 
persons. 

While  the  cats  which  Cannon  deprived  of  their  abdominal  auto¬ 
nomic  nervous  system  seemed  to  thrive,  and  their  viscera  to  func¬ 
tion  properly  in  the  sheltered  environment  of  the  laboratory,  yet 
their  behavior  suggested  that  they  would  not  survive  long  in  a 
struggle  for  existence  under  hostile  conditions.  It  may  be  that 
primitive  man’s  autonomic  nervous  system  serves  him  also  best 
only  when  he  is  meeting  the  emergency  problems  of  his  struggle 
to  live;  but  civilized  man,  with  different  problems  to  meet,  it 
serves  badly,  for  its  activities  are  most  important  in  the  production 
of  his  psychoneurotic  states. 

All  of  the  physical  symptoms  of  organic  visceral  diseases,  as 
pain,  fever,  cough,  vomiting,  diarrhea,  etc.  (page  6),  are,  in  gen¬ 
eral,  evidences  of  dysfunctions  of  diseased  organs,  effected  through 
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the  autonomic  and  endocrine  symptoms.  Associated  with  these 
are  the  dysfunctions  of  related  organs,  reflexly  disturbed  through 
those  same  mechanisms  which  stimulate  their  own  normal  activities. 
While  but  few  of  the  afferent  impulses  stimulated  by  these  dys¬ 
functions  of  diseased  or  reflexly  disturbed  organs  reach  conscious¬ 
ness  as  sensations,  yet  all  of  them  play  their  part  in  the  stimu¬ 
lation  of  reactive  adjustments  of  many  organs,  which,  we  may 
well  believe,  have  a  compensatory  value.  For  illustration,  the 
vomiting  of  a  case  of  subacute  appendicitis  may  be  interpreted  as 
an  attempt  to  keep  food  away  from  the  ileocecal  region.  While 
the  stimuli  aroused  by  visceral  organs  when  diseased,  or  normal 
but  in  state  of  dysfunction,  flow  over  the  same  paths  as  do  those 
from  these  same  organs  when  functioning  normally,  yet  the  for¬ 
mer  reach  consciousness  much  more  easily  than  do  the  latter.  The 
former  are  the  results  either  of  the  irritation  of  the  sensory  re¬ 
ceptors  of  the  diseased  organ  by  its  lesion,  or  by  its  peristaltic  con¬ 
tractions,  or  by  local  vasomotor  changes,  etc.  Nevertheless,  the 
symptoms  in  consciousness  aroused  by  afferent  impulses  from  any 
visceral  organ  are  definitely  conditioned  qualitatively  by  the  sen¬ 
sory  receptors  present  in  that  organ,  whatever  may  be  the  stimulus 
which  aroused  them. 

Through  essentially  the  same  mechanisms  by  which  afferent 
stimuli  from  visceral  organs  reach  consciousness,  may  cortical 
efferent  impulses,  emotionally  aroused,  reach  these  same  visceral 
organs,  initiating  many  of  the  same  dysfunctions  in  them  as  those 
produced  directly  or  reflexly  by  local  visceral  lesions,  and  altering, 
inhibiting,  or  intensifying  the  course  of  those  peripherally  pro¬ 
duced  visceral  disturbances  which  enter  into  organic  disease  pic¬ 
tures.  But,  creative  though  the  imagination  may  be,  it  cannot  pro¬ 
duce  symptoms  suggesting  a  disease  of  any  organ  which  qualita¬ 
tively  are  different  from  those  of  the  organic  diseases  of  this  same 
organ.  Thus  the  sensations  in  consciousness  of,  or  suggesting,  a 
gastric  disease  will  be  the  same  in  quality  whether  the  afferent 
stimuli  arousing  them  originate  in  a  cancer  in  the  wall  of  the 
stomach,  or  were  the  result  of  gastric  dysfunction  indirectly 
aroused  by  efferent  impulses  from  the  brain  cortex  of  a  person 
who  fears  such  a  disease.  They  may,  and  will,  differ  much  in 
severity,  in  sequence,  and  in  duration ;  but  in  quality  they  are  the 
same,  and  they  will  have  the  same  reflex  radiations,  since  they  are 
served  in  their  production  by  the  same  afferent  mechanisms. 

As  mentioned  above,  the  likelihood  of  afferent  impulses  from 
visceral  organs  reaching  the  cortex  is  greatly  favored  by  the  de¬ 
velopment  of  a  condition  of  pathological  hyperirritability  of  the 
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nerve  centers  involved  in  their  transmission.  This  hyperirritability 
may  be  the  result  of  abnormally  frequent  and  violent  stimulation  by 
afferent  impulses,  or  of  similarly  abnormal  efferent  cortical  im¬ 
pulses,  the  result  of  the  focusing  of  the  emotional  interest,  aroused 
by  apprehension,  on  a  given  organ  or  on  its  functions.  Such  ap¬ 
prehension,  in  turn,  may  be  inspired  by  suggestion,  or  by  the  slight 
but  unwelcomed  symptoms  of  some  developing  disease  of  an  organ, 
or  which  suggest  disease  of  that  organ.  Since  the  above  facts  are 
so  important  in  the  explanation  of  the  symptom  details  of  psycho¬ 
neurotic  states,  they  will  receive  attention  at  this  point. 

Pain 

The  various  stimuli,  as  an  inflammation,  which  when  applied  to 
the  skin  give  rise  to  actual  pain,  will  if  applied  to  visceral  tissues 
cause  pain  of  like  character  only  in  case  this  tissue  is  supplied  by 
sensory  cerebrospinal  nerves,  as  are  the  visceral  layer  of  the  tunica 
vaginalis  and  the  subserous  tissue  of  the  parietal  pleura  and  peri¬ 
toneum.  The  serous  surfaces  of  the  parietal  pleura  and  peri¬ 
toneum  and  the  layers  of  the  visceral  investments  of  the  thoracic 
and  peritoneal  organs  cannot  be  stimulated  with  like  results. 

Visceral  pains,  in  general,  are  elicited  only  in  response  to  some 
one  of  the  vital  processes  of  the  organ  involved,  especially  to  the 
contractions  of  its  smooth  muscle  tissue.  We  are  unconscious  of 
the  normal  contractions  of  hollow  organs,  but  when  these  become 
violent  or  spastic,  or  when  the  blood  supply  to  these  organs’  muscle 
tissue  is  greatly  diminished,  or  when  the  centers  serving  the  af¬ 
ferent  impulses  from  them  are  hyperirritable,  then  sensation,  even 
severe  pain,  may  result.  In  general,  smooth  muscle  pain  differs 
from  other  pains  in  that  it  is  wave-like  in  character,  rising  gradu¬ 
ally  to  a  maximum  and  then  subsiding  gradually,  such  undulations 
lasting  from  a  few  seconds  to  many  hours.  Possibly  the  afferent 
stimuli  which  reflexly  give  rise  to  some  visceral  pains  are  not  the 
result  of  muscular  contractions,  as  in  the  case  of  the  pain  asso¬ 
ciated  with  referred  hyperalgesia  in  the  areas  of  reference  of  dis¬ 
eased  internal  organs,  but  this  has  never  been  proved  (page  io). 

Areas  of  Reference. — The  pains  which  originate  in  the  skin 
are  accurately  localizable  and  give  rise  directly  to  few,  if  any, 
reflex  phenomena ;  but  the  afferent  impulses  of  the  viscerosensory 
reflexes,  when  abnormally  intensified,  are  reflexly  referred  pe¬ 
ripherally  through  efferent  paths,  not  to  the  viscus  from  which  the 
impulse  started,  but  to  the  skin  and  its  underlying  muscles  of  some 
somatic  area,  called  the  area  of  reference,  which  is  in  nervous 
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connection  with  the  same  segment  of  the  spinal  cord  as  are  the 
afferent  fibers  to  the  cord  from  the  diseased  viscus.  Over  this 
area  of  reference  one  often  can  demonstrate  hyperesthesia,  hyper¬ 
algesia  (which  also  may  appear  in  the  absence  of  pain),  vasocon¬ 
striction,  the  contraction  of  the  erector  pili  muscles  (cutis  anse- 
rina),  the  increased  secretory  activity  of  the  sweat  glands,  and,  as 
in  the  case  of  acute  abdominal  conditions,  rigidity  and  even  pro¬ 
tective  spasm  of  the  underlying  muscles.  The  cutaneous  ischemia 
of  the  areas  of  referred  hyperalgesia  is  so  constantly  present  and 
is  so  easily  recognized,  that  in  many  cases  by  means  of  it  we  can 
outline  these  areas  better  than  by  the  unsatisfactory  methods  of 
sensation  testing. 

Some  (Wernoe,  quoted  from  Kuntz)  think  that  the  mechanisms  necessary 
for  some  of  these  referred  symptoms  may  be  local  rather  than  viscerocuta¬ 
neous  ;  that,  for  illustration,  the  cutaneous  hyperesthesia,  especially  that  evi¬ 
dent  on  light  touch  or  when  air  currents  play  on  the  skin,  the  contractions 
of  the  erector  pili  muscles,  and  the  local  pain  in  the  area  of  visceral  refer¬ 
ence,  are  direct  results  either  of  the  spastic  contraction  of  the  media  of  the 
skin  vessels,  or  of  the  resulting  ischemia  of  the  tissue  which  these  arteries 
supply.  At  least,  in  Raynaud’s  disease  and  in  frost  bite  the  local  symptoms 
certainly  are  thus  locally  produced.  So  it  may  be  with  the  hyperalgesia  of 
the  skin  in  cases  of  engorged  liver,  for  illustration,  which  is  not  wave-like 
but  is  continuous.  The  reflexly  produced  rigidity  itself  of  the  abdominal 
muscles  under  the  area  of  skin  reference  may,  in  such  conditions  as  acute 
appendicitis  and  gastric  ulcer,  contribute  to  the  production  of  the  hyper¬ 
algesia  of  the  overlying  skin,  the  contractions  of  these  muscles  stimulating 
the  sensory  receptors  contained  within  their  muscle  bundles ;  nevertheless, 
the  most  of  this  cutaneous  hyperalgesia  would  seem  to  be  a  visceral,  and  not 
a  muscular,  reflex. 

Since  painful  stimuli  are  the  most  provocative  of  all  in  the  pro¬ 
duction  of  reflexes,  the  muscles  made  tender  by  their  spasm  tend  to 
remain  rigid,  and  the  hypersensitivity  of  the  skin  over  them  to 
continue,  after  the  visceral  stimulation  (e.g.,  that  provided  by  a 
gastric  ulcer  or  by  an  acutely  inflamed  appendix)  has  subsided. 
Since  the  above  viscerosomatic  reactions  are  of  a  primitive  type, 
the  zones  of  reference  of  paired  organs  are  always  bilateral,  while 
those  of  unpaired  organs  are  unilateral. 

And,  finally,  visceral  pain,  even  that  due  to  the  simple  puncture 
of  some  arteries,  is  accompanied  by  many  other  and  more  complex 
reflex  phenomena  than  those  described  above,  as  nausea,  faintness, 
and  even  loss  of  consciousness.  This  last  symptom  may  perhaps 
be  related  to  the  protective  faint,  the  result  of  the  fall  in  blood 
pressure  due  to  the  hemorrhage  which  follows  the  laceration  of  an 
artery,  the  purpose  of  which  would  seem  to  be  to  check  the  bleeding. 

It  is  the  general  belief  that  while  the  most  of  the  pain  of  a  dis¬ 
eased  organ  is  referred  to  its  area  of  reference,  yet  some  is  to  the 
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viscus  itself.  While  this  might  appear  to  be  true,  yet  one  may 
easily  be  deceived,  since  the  somatic  areas  of  reference  usually 
directly  overlie  the  organs  from  which  their  viscerocutaneous  re¬ 
flexes  arise.  Thus,  cardiac  pain  is  referred  to  the  left  submam¬ 
mary  region;  that  of  gastric  ulcer,  not  infrequently  to  the  mid- 
epigastric  region,  or  a  little  to  the  left  of  this;  that  of  duodenal 
ulcer,  usually  to  the  right  of  the  mid-line ;  that  of  appendicitis  or  of 
a  diseased  gall  bladder  to  the  skin  almost  directly  over  the  involved 
organ ;  the  position  of  a  calculus  in  the  ureter  corresponds  almost 
exactly  to  the  point  of  pain.  Intestinal  pain,  on  the  other  hand,  is 
usually  more  diffuse,  yet  that  arising  in  the  small  intestine  is  not 
infrequently  felt  in  the  umbilical  region,  and  that  arising  in  the 
large  intestine,  usually  between  the  umbilicus  and  symphysis  pubis, 
and  the  location  of  such  pains  varies  with  the  changing  position  of 
the  painful  contractions ;  also,  if  the  intestine  is  obstructed  at  a 
fixed  point,  as  in  cases  of  internal  hernia,  the  pain  is  usually  felt 
immediately  above  this  spot. 

Nevertheless,  there  is  reason  to  doubt  that  any  of  the  pain  is 
referred  to  the  diseased  viscus  itself.  The  great  relief  which  re¬ 
sults  from  the  application  of  an  icebag  or  hot  water  bottle  to  the 
area  of  reference  of  the  inflamed  appendix  or  gall  bladder  sug¬ 
gests  that  all  of  the  pain  is  in  the  body  wall.  Also,  the  relief  given 
by  a  hypodermic  injection  of  morphine  is  greater  if  administered 
at  the  area  of  reference  of  the  diseased  organ,  than,  as  is  cus¬ 
tomary,  in  the  triceps  region.  And,  finally,  during  a  surgical  opera¬ 
tion  performed  under  local  skin  anesthesia,  an  inflamed  viscus  can 
be  cut  (but  not  pulled)  without  causing  any  sensations  at  all. 

Since  in  the  production  of  the  symptoms  furnished  by  any  dis¬ 
turbed  organ  exactly  the  same  nervous  and  endocrine  mechanisms 
are  involved  whether  the  syndrome  be  due  to  a  lesion  or  to  dys¬ 
functions  psychically  produced,  it  follows  that  the  latter  have  the 
same  referred,  and  may  lead  to  the  same  reflex,  phenomena  as  the 
former.  In  the  case  of  psychogenic  disturbances,  however,  while 
the  referred  pain  may  be  definite,  only  on  careful  examination  can 
one  obtain  more  than  a  hint  of  reflex  phenomena.  Nevertheless, 
in  the  case  of  organic  disease  the  areas  of  somatic  reference 
exhibit  hyperesthesia,  ischemia,  cutis  anserina,  rigidity  and  invol¬ 
untary  protective  spasm  of  the  underlying  muscles  only  when  the 
organs  they  represent  are  acutely  diseased.  Less  acute  lesions  pro¬ 
duce  merely  a  little  local  tenderness  on  pressure  and  slight  muscle 
rigidity.  For  example,  with  the  severe  pain  caused  by  the  mere 
movements  of  a  gall  stone,  we  never  find  in  the  area  of  gall  blad¬ 
ders  reference  the  same  grade  of  cutaneous  hyperalgesia  and  of 
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muscular  rigidity  that  we  do  in  cholecystitis ;  testicular  pain  occurs 
in  association  with  various  ureteral  lesions,  but  not  in  ureteral  colic 
unless  the  stone  has  inflamed  or  ulcerated  the  ureteral  mucosa.  In 
other  words,  while  referred  visceral  pain  may  indicate  visceral 
dysfunctions  of  all  sorts,  the  presence  in  addition  to  the  pain  of 
other  referred  somatic  phenomena  indicates  that  the  viscus  is  ac¬ 
tually  diseased. 

The  above-described  viscerocutaneous  reflexes  work  also  re¬ 
versely.  Localized  cutaneous  stimulation  brings  about  almost  im¬ 
mediate  changes  in  the  functions  of  those  visceral  organs  of  which 
the  skin  areas  stimulated  are  the  areas  of  reference,  even  though 
these  viscera  are  normal.  Thus,  heat  accurately  applied  to  an  area 
of  reference  produces  both  localized  cutaneous  hyperemia  and  hy¬ 
peremia  of  the  corresponding  visceral  organ,  while  an  ice  bag  will 
produce  an  ischemia  of  both.  Thermal,  mechanical,  or  chemical 
stimulation  of  the  skin  of  the  epigastric  region  within  a  few  sec¬ 
onds  is  followed  by  changes  in  gastric  tonus  and  motility.  Cold 
applications  inhibit  the  gastric  and  pyloric  functions  by  sympathetic 
stimulation ;  hot  applications,  through  parasympathetic  stimulation, 
induce  gastric  peristalsis,  but  more  frequently  merely  the  opening 
of  the  pylorus.  The  possibilities  of  counterirritation  as  a  means 
of  influencing  visceral  dysfunction,  whether  organic  or  functional, 
would  seem  to  have  been  greatly  underestimated.  On  the  other 
hand,  those  reflex  balances  between  the  viscera  and  their  skin  areas 
of  reference  which  are  determined  by  emotional  reactions  differ 
markedly  from  the  above,  since  the  cerebral  circulation  also  enters 
into  the  picture.  In  them,  cutaneous  vasomotor  changes  are  accom¬ 
panied  by  corresponding  changes  in  the  splanchnic  area,  but  in  the 
opposite  direction. 

VAGOTONIA  AND  SYMPATHETICOTONIA 

The  clinical  conceptions  of  vagotonia  (hyperreactivity  to  para¬ 
sympathetic  stimulation)  and  sympatheticotonia  (hyperreactivity  to 
sympathetic  stimulation),  formulated,  on  the  basis  of  their  phar¬ 
macological  experiments,  by  Eppinger  and  Hess,  seemed  at  first  to 
explain  some  features  of  psychoneurotic  syndromes.  Nevertheless, 
except  perhaps  in  conditions  which  are  very  local,  an  acutely  exag¬ 
gerated  tonus  of  one  only  of  these  two  divisions  of  the  autonomic 
nervous  system  seems  never  to  occur,  for  all  clinical  syndromes 
are  confused  pictures.  In  advanced  pulmonary  tuberculosis,  for 
example,  the  vagotonia  would  seem  to  be  fairly  general,  and  yet 
certain  of  the  symptoms  suggest  exaggerated  reactivity  of  the  sym- 
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pathetic  nerves  (page  189).  The  dominant  symptoms  of  hyper¬ 
thyroidism  (tachycardia,  increased  metabolism,  fever,  etc.)  may  be 
explained  on  the  basis  of  sympatheticotonia,  but  the  gastrointes¬ 
tinal  hypermotility,  also  important,  suggests  vagotonia  (page  145). 
A  similar  combination  occurs  in  asthma.  The  pulse  rate,  often  re¬ 
garded  as  an  excellent  index  of  sympathetic-parasympathetic  bal¬ 
ance,  is  slowed  (vagotonia)  in  many  conditions  with  arterial  hyper¬ 
tension  (sympatheticotonia),  while,  as  in  the  infectious  fevers,  a 
decreased  blood  pressure  (vagotonia)  may  be  associated  with  a 
rapid  pulse  (sympatheticotonia).  In  psychoneurotic  conditions, 
also,  a  heterogeneity  of  autonomic  manifestations  is  the  rule. 

Nevertheless,  while  conditions  of  pure  sympatheticotonia  and 
vagotonia  may  not  occur,  yet  imbalances  between  the  two  divisions 
of  the  autonomic  system  do  explain  the  majority  of  the  dominant 
symptoms  of  many  organic  diseases,  especially  exophthalmic  goiter, 
Raynaud’s  disease,  Addison’s  disease,  gastric  and  duodenal  ulcer, 
and,  possibly,  asthma.  In  pregnancy,  the  functional  reactions  of 
some  of  the  organs  suggest  vagotonia  and  those  of  others  sympa¬ 
theticotonia  ;  yet  vagotonia  would  seem  to  dominate  and,  when  very 
marked,  it  may  even  aid  in  the  development  of  eclampsia.  Again, 
constipation  may  be  due  either  to  the  stimulation  of  the  sympa¬ 
thetic,  or  to  the  depression  of  the  parasympathetic,  nerves;  and 
gastro-intestinal  hypermotility,  to  either  of  the  opposite  conditions. 

Vagotonia  is  commonly  associated  both  with  gastric  hyperacidity 
and  with  shifts  of  the  acid-base  balance  of  the  blood  toward  the 
acid  side;  in  sympatheticotonic  conditions,  on  the  contrary,  this 
balance  shifts  towards  the  alkaline  side.  Primary  changes  in  this 
balance,  in  their  turn,  modify  the  autonomic  balance.  For  illustra¬ 
tion,  in  hyperthyroidism,  a  condition  with  increased  sympathetic 
reactivity  and  a  shifting  of  the  acid-base  balance  toward  the  alkaline 
side,  any  improvement  in  the  thyroid  condition  will  be  found  to  run 
parallel  to  the  degree  of  shift  of  this  balance  toward  the  acid  side. 
Those  patients  with  diabetes  mellitus  whose  serum  is  hyperacid,  ex¬ 
hibit  a  subnormal  reactivity  of  their  sympathetic  system  to  adren¬ 
alin,  and  the  latter  becomes  more  normal  following  massive  doses 
of  sodium  bicarbonate.  Finally,  disease  processes  may  result  either 
in  chronic  fixation  of  an  abnormal  sympathetic-parasympathetic 
balance,  or  in  its  increased  instability,  while  both  of  these  conditions 
may  be  modified  either  by  emotional  overstimulation  or  by  inade¬ 
quate  compensatory  emotional  reactions. 

Changes  in  the  autonomic  balances  are  accompanied  also  by  cor¬ 
responding  changes  in  the  permeability  of  the  blood  vessels  and  in 
the  distribution  of  the  leukocytes.  In  that  area  in  which  sympa- 
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thetic  tonus  predominates,  there  is  leukopenia;  but  if  parasym¬ 
pathetic  hypertonus,  leukocytosis.  This  may  explain  the  emotional 
leukocytosis  sometimes  seen  in  apprehensive  patients  just  before 
an  operation.  The  leukopenia  above  mentioned  may  be  so  extreme 
that  mononuclear  leukocytes  alone  remain  in  the  peripheral  vessels, 
while  the  polymorphonuclear  cells  and  lymphocytes  are  found  ac¬ 
cumulated  in  those  of  the  splanchnic  area. 

The  suggestion  has  been  made  (Menkin)  that  sympathetic  stimulation 
emotionally  produced  brings  about  splenic  contractions,  which  force  both 
erythrocytes  and  mononuclear  leukocytes  into  the  general  circulation. 

A  striking  illustration  of  the  spectacular  results  of  autonomic 
imbalance  is  given  by  insulin  shock.  Along  with  the  suddenly  de¬ 
veloping  hypoglycemia,  there  appears  a  prompt  dilatation  of  the 
peripheral  vessels,  due  to  parasympathetic  hypertonus,  fifteen  min¬ 
utes  later,  a  rise  of  the  leukocyte  count  from  normal  to  even  28,000, 
and  the  patient  perspires  profusely.  If  now  glucose  be  adminis¬ 
tered  by  mouth,  the  leukocytes,  in  less  than  ten  minutes,  will  drop 
to  normal  and  all  the  peripheral  symptoms  at  once  subside. 

In  an  analogous  manner,  bacterial  toxins,  by  acutely  stimulating 
or  depressing  the  autonomic  ganglia,  produce  marked  autonomic 
imbalances,  sometimes  with  profound  visceral  disturbances  the  re¬ 
sult.  In  processes  such  as  these  may  the  dominant  symptoms,  clin¬ 
ical  course,  and  prognosis  of  the  acute  and  chronic  infectious  dis¬ 
ease  find  their  explanation.  For  illustration,  the  febrile  chill  of 
infection,  also  that  which  follows  the  injection  of  a  vaccine,  are  the 
result  of  the  sudden  vasodilation  (parasympathetic)  of  the  splanch¬ 
nic,  and  the  vasoconstriction  (sympathetic)  of  the  peripheral,  blood 
vessels,  with  pallor,  pilomotor  stimulation,  diaphoresis,  lowered  sur¬ 
face  temperature  and  muscular  tremor  some  of  the  results.  Such 
a  chill  following  the  injection  of  a  vaccine  starts  from  thirty  to 
ninety  minutes  after  the  injections,  that  is,  after  the  injected  toxins 
have  had  opportunity  to  make  contact  with  the  body  cells.  The 
condition  of  “shock”  which  follows  perforation  of  the  bowel,  that 
present  in  acute  pancreatitis,  that  due  even  to  the  puncture  by  a 
needle  of  the  wall  of  a  blood  vessel,  etc.,  admit  of  a  similar  explana¬ 
tion.  Even  the  peculiar  “facies”  of  certain  diseases,  especially  the 
Hippocratic  facies  characteristic  of  peritonitis  and  that  of  Base¬ 
dow’s  disease,  may  be  explained  on  the  basis  of  autonomic  im¬ 
balance. 

The  specific  immune  reactions  which  explain  the  resistance  of  the 
body  to  the  acute  infectious  diseases,  and  which  explain  the  cure  of 
these  infections  when  once  started,  are  effected  in  part  through  the 
autonomic  nervous  system.  It  is  of  importance,  however,  that  an 
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immune  reaction  when  once  initiated  continues  in  the  absence  of  any 
influences  which  emanate  from  the  nervous  system.  Symptoms 
due  to  sympathetic  hyperexcitability  are  conspicuous  in  the  infec¬ 
tious  diseases  of  children,  and  the  later  appearance  of  those  which 
indicate  sympathetic  hypotonus  always  suggests  an  unfavorable 
prognosis. 

The  sympathetic  syndrome  of  Raymond  and  Carrie 3  may 
well  be  described  at  this  point.  This  follows  wounds  of  the  chest, 
but  also  physical  exertion,  emotional  stress,  and  digestive  disturb¬ 
ances.  Nevertheless,  some  of  its  attacks  are  spontaneous,  even 
awakening  the  patient  from  sleep.  Its  cardiac  symptoms  include 
rapid  pulse,  painful  palpitation,  and  angina.  Its  respiratory  symp¬ 
toms,  only  occasionally  present,  include  polynea  and  respiratory 
crises,  during  which  both  inspiration  and  expiration  are  deep,  as 
though  the  patient  could  not  get  enough  air.  Among  the  abdomen 
symptoms  are  disagreeable  sensations  of  fullness  of  the  stomach 
(“gas”  attacks),  which,  when  present,  begin  during  the  meal  and 
may  continue  for  about  half  an  hour.  Among  its  vasomotor  phe¬ 
nomena  is  deep  flushing  of  the  face ;  among  its  psychic  symptoms, 
agitation,  depression,  anxiety  crises,  delirium,  torpor,  somnolence, 
and  lassitude.  Each  attack  may  last  two  or  three  hours.  Dima- 
copoulo  mentions  a  case  of  this  syndrome  which  followed  fracture 
of  the  clavicle  with  subsequent  scar  tissue  formation  involving  the 
cervical  sympathetic  system,  which  was  cured  by  the  removal  of 
this  scar;  also  another,  due  to  mediastinal  tumor.  We  emphasize 
this  syndrome  because  of  the  part  the  cervical  sympathetic  system 
plays  also  in  exophthalmic  goiter  (page  19),  arterial  hypertension 
(page  130)  and  angina  pectoris  (page  118). 

LIMITED  BIBLIOGRAPHY 

1.  In  the  preparation  of  this  section  we  are  deeply  indebted  to  the  work  of 
Kuntz,  Autonomic  Nervous  System,  1929. 

2.  Szemzo,  Zeitsch  f.  Klin.  Med.,  106 1386,  1927. 

3.  Dimacopoulo,  Bull.  et.  Mem.  d.  1.  Soc  des  Hop.  de  Paris,  55  1848,  May 
5,  1931. 


CHAPTER  III 


BLOOD  CHEMISTRY 

A  brief  discussion  of  blood  chemistry  is  necessary  in  a  study  of 
the  psychoneuroses,  since  variations  in  the  specific  hormones  of 
the  glands  of  internal  secretion  and  shifts  in  the  acid-base  balance 
of  the  blood  are  important  in  the  explanation  of  certain  of  their 
symptoms.  Nevertheless,  each  organ  of  the  body  modifies  more 
or  less  the  chemistry  of  the  blood  passing  through  it,  and  such 
changes  may  be  factors  in  modifying  various  viscero-somatic,  and 
cortico-viscero-somatic  reactions. 

ENDOCRINE  ORGANS 

While  each  hormone  is  a  specific  biochemical  product,  yet  the 
direct  action  of  few  of  them  is  purely  chemical.  For  the  most 
part,  they  mediate  their  specific  actions  through  the  autonomic 
nervous  system  (page  7). 

The  Thyroid  Gland. — Of  all  the  endocrine  glands,  the  thyroid, 
through  its  dysfunctions,  would  seem  to  contribute  most  to  the 
syndromes  of  the  psychoneuroses,  although  this  may  be  a  super¬ 
ficial  judgment.  Nevertheless,  the  thyroid  would  seem  to  be  the 
clearest  example  they  afford  of  a  liaison  organ  between  the  emo¬ 
tional  life  and  the  physical  body.  This  gland  and  the  autonomic 
nervous  system  work  in  the  closest  of  harmony.  While  the  former 
is  definitely  subject  to  the  regulatory  influence  of  the  latter  (page 
7),  its  hormone  exerts  a  definite  influence  on  the  functional  bal¬ 
ance  of  the  vegetative  nervous  system. 

Hypothyroidism  is  a  condition  which  certainly  justifies  its 
name,  since  the  symptoms  of  myxedema  are  completely  relieved 
by  feeding  the  patient  thyroid  extract.  Mild  hypothyroidism  is  at 
the  basis'  of  many  a  “nervous”  state.  A  person  thus  handicapped 
may  lead  a  normally  active  and  efficient  life,  yet  in  all  he  does  he 
is  conscious  of  a  slight  physical  and  mental  inertia;  he  must  will 
to  perform  even  the  minor  daily  tasks  of  life.  He  has  a  good 
appetite,  craves  sweets,  and  gains  weight  easily.  He  is  constipated, 
a  little  chilly,  always  tired,  and  often  complains  of  headache  (page 
92),  yet  his  general  appearance  may  suggest  good  health.  While 
the  majority  of  these  patients  are  placid,  some  are  very  suspicious. 
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Their  mental  inertia  arouses  in  them  a  feeling  of  inadequacy,  of 
being  “no  good,”  and  for  this  they  may  overcompensate.  Their 
basal  metabolism  rates,  if  theirs  are  mild  cases,  range  usually  from 
10  to  15  percent  below  normal.  Following  the  administration  of 
thyroid  extract,  they  soon  feel  better.  In  a  mild  case,  one  begins 
with  one  grain  of  the  dried  preparation  three  times  a  day,  and 
continues  until  the  metabolic  rate  becomes  normal,  or  “nervous¬ 
ness,”  irritability,  cardiac  palpitation,  etc.,  appear.  After  that,  one 
continues  that  dosage  which  experience  suggests  as  sufficient  for 
each  individual  case. 

Hypothyroidism  may  be  the  result  of  the  continuous  overstimu¬ 
lation  of  the  thyroid  in  women  previously  not  at  all  psychoneurotic, 
but  who  for  years  are  emotionally  overtense.  Earlier,  they  may 
have  given  some  of  the  .signs  of  slight  hyperthyroidism  (slight 
goiter,  slight  exophthalmos,  an  unstable  pulse,  etc.),  but,  if  so, 
only  in  mild  degree.  This  is  important,  however,  since  some  of 
these  symptoms  persist,  and  if,  because  of  them,  thyroidectomy  is 
performed,  myxedema  develops  later  much  more  rapidly  than  it 
otherwise  would.  The  severe  cases  of  myxedema  need  receive  no 
attention  in  this  chapter. 


HYPERTHYROIDISM 

No  group  of  “neurasthenic”  patients  deserves  more  careful 
study  than  do  those  with  hyperthyroidism.  The  overactivity  of 
the  thyroid  gland  often  is  evidence  of  emotional  hypertension,  but 
it  also  may  be  closely  associated  with  disturbances  of  other  closely 
related  endocrine  organs,  e.g.,  of  the  ovaries,  adrenals,  and  pitui¬ 
tary.  The  continuing  symptoms  of  hyperthyroidism  following  thy¬ 
roidectomy,  for  illustration,  may  possibly  be  due  to  continuing 
adrenal  hyperactivity.  The  parathyroids,  also,  may  contribute  to 
the  symptoms  of  patients  with  Basedow’s  disease,  explaining,  for 
example,  their  transitory  blurring  of  vision,  due  to  tetany  of  the 
ciliary  muscle  (page  48).  Some  young  people  with  hyperthyroid¬ 
ism  have  also  hyperplasia  of  the  thymus,  and  for  them  operative 
interference  may  prove  fatal.  Why,  is  not  known. 

That  hyperthyroidism  may  be  purely  neurogenic  in  its  origin  is 
illustrated  by  the  unilateral  thyroid  hyperactivity  which  has  fol¬ 
lowed  compression  of  the  cervical  sympathetic  by  a  fractured  clav¬ 
icle,  and  which  disappeared  following  the  removal  of  this  pressure. 
Also,  in  some  cases  pathological  changes  have  been  demonstrated  in 
the  autonomic  apparatus  which  governs  this  gland,  the  extent  of 
which  parallels  the  severity  and  duration  of  its  dysfunction 
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(Kuntz).  Other  cases  follow  simple  upper  respiratory  infections, 
tonsillitis  especially,  and  improve  greatly  following  proper  treat¬ 
ment. 

Most  of  the  patients  with  hypothyroidism  due  to  thyroid  disease 
are  more  or  less  emotionally  unstable;  also,  many  psychoneurotic 
patients  emotionally  unstable  because  of  pure  anxiety  states  ex¬ 
hibit  mild  grades  of  hyperthyroidism.  Patients  with  this  latter 
condition  are  tense,  “cannot  sit  still  and  relax,”  and  have,  they  say, 
an  “internal  tremor.”  Their  skin  flushes  easily ;  at  times  they  per¬ 
spire  too  freely.  On  examination,  we  usually  find  a  tremor  of 
their  fingers  and  a  heart  rate  too  easily  raised,  but  not  continuously 
fast.  They  may  have  one  or  several  of  the  eye  signs  of  Basedow's 
disease,  but  not  often  exophthalmos.  Early,  if  the  grounds  for 
their  anxiety  are  relieved,  these  symptoms  cease ;  but  the  condition 
once  well  started  continues  independently,  and  of  itself  begins  to 
create  emotional  disturbances. 

That  hyperthyroidism  may  result  directly  from  emotional  states,  and  that 
the  demonstrable  changes  in  the  thyroid  gland  are  later  developments,  is  a 
belief  long  held  and  greatly  supported  by  the  cases  of  marked  Basedow’s 
disease  which  developed  during  the  Great  War.  Then  were  seen  every 
gradation  between  shell  shock  and  exophthalmic  goiter.  Other  soldiers, 
however,  developed  anxiety  neuroses  instead.  The  symptoms  of  both  condi¬ 
tions  are  exactly  the  same,  save  in  the  former  the  presence  of  exophthalmus 
and  the  large  thyroid.  The  sequence  seen  was :  anxiety,  often  diagnosed  as 
the  “effort  syndrome”;  later,  hyperthyroidism;  finally,  exophthalmic  goiter 
(Culpin).  Some  of  these  patients,  however,  may  previously  have  had  a  con¬ 
dition  of  mild  hyperthyroidism  which  the  psychic  trauma  aroused  to  greater 
activity. 

Exophthalmic  goiter  and  toxic  goiter  are  not  synonymous  terms. 
Exophthalmic  goiter  (Basedow’s  disease,  Grave’s  disease. 
Parry’s  disease)  is  a  quite  definite  clinical  syndrome,  with,  as  car¬ 
dinal  symptoms,  exophthalmos,  tachycardia,  fine  tremor,  and  a 
basal  metabolism  rate  continuously  at  least  20  to  80  percent  above 
normal.  It  is  of  importance  that  in  Basedow’s  disease  these  symp¬ 
toms  begin  at  about  the  same  time,  that  they  are  constantly  present, 
and  that  they  vary  similarly.  In  addition,  the  systolic  blood  pres¬ 
sure  usually  is  high,  the  diastolic  normal.  Often  there  is  slight 
fever.  Stell wag’s,  Moebius’,  Dalrymple’s,  Joffroy’s,  and  v.  Graefe’s 
eye  signs  all  usually  are  positive,  and  in  marked  cases  about  equally 
so.  There  is  loss  of  weight,  perspiration,  increased  menstruation, 
diarrhea;  later  in  severe  cases,  emaciation,  weakness,  and,  occa¬ 
sionally,  glycosuria  and  skin  pigmentation.  The  thyroid  gland  is 
symmetrically,  but  not  markedly,  enlarged.  A  thrill  often  is  felt 
over  the  superior  thyroid  arteries.  Its  hypertrophy  follows,  rather 
than  precedes,  the  other  features  of  the  trouble. 
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The  patient  from  the  first  is  always  hypertense,  both  physically 
and  mentally,  and  therefore  is  alert,  restless  and  irritable.  Three 
psychic  syndromes  may  develop.  The  patient  may  have  a  sense  of 
unreality,  irritability,  and  vague  persecutory  delusions.  In  others, 
the  acceleration  of  the  mental  processes  is  shown  by  the  rapidity 
of  speech  and  thought  and  by  the  rapid  changes  of  moods.  Now 
he  is  gay ;  now  depressed,  irritable  or  anxious.  The  third  type  of 
mental  disturbance  is  a  restless  delirium  which  often  proceeds  to  a 
terminal  coma,  best  illustrated  by  the  thyroid  intoxication  which 
sometimes  follows  thyroidectomy. 

Certain  physical  signs  of  this  disease,  as  tachycardia,  exophthalmos,  per¬ 
spiration,  diminished  gastric  secretion,  increased  basal  metabolism  rate,  fever, 
etc.,  are  directly  referable  to  exaggerated  sympathetic  stimulation  by  reason 
of  pathological  thyroid  secretion.  Such  autonomic  hyperirritability,  in  turn, 
reacts  unfavorably  on  the  thyroid  gland.  This,  however,  does  not  warrant 
the  conclusion  that  sympathetic  hyperactivity  always  is  a  primary  factor  in 
the  genesis  of  this  disease.  It  may  be  secondary.  Other  coincident  symp¬ 
toms,  as  gastro-intestinal  hypermotility  (persistent  diarrhea,  gastric  hyper¬ 
acidity,  and  vomiting),  vasodilatation,  and  sometimes  circumscribed  edema, 
suggest  vagotonia  (page  13).  Whatever  may  be  the  relative  importance  of 
internal  secretion  and  autonomic  hyperirritability  in  the  origin  of  this  disease, 
the  autonomic  nervous  system  certainly  does  play  an  important  role  in  de¬ 
termining  its  dominant  symptoms,  course,  termination,  and  sequelae. 
(Kuntz.) 

Treatment. — The  medical  treatment  for  Basedow’s  disease  in¬ 
cludes  rest,  both  mental  and  physical.  The  patient  should  be  con¬ 
fined  to  his  bed  with  an  ice  cap  on  the  neck,  allowed  a  diet  much  in 
excess  of  normal,  of  food  which  is  plain  and  low  in  animal  pro- 
teids,  while  Lugol’s  solution,  from  fifteen  to  forty-five  minims 
daily,  is  given  for  two  weeks,  and  in  smaller  doses  later,  the  size 
of  the  doses  and  the  duration  of  its  administration  depending  on  its 
effects.  Some  doubt  the  value  of  iodine  therapy.  The  tonsils  if 
infected  should  be  removed.  In  a  few  of  our  cases  x-ray  therapy 
of  the  gland  has  been  of  value,  but  we  have  obtained  no  satisfac¬ 
tory  results  with  all  other  forms  of  physical  therapy,  nor  with  any 
serum  (as  thyroidectin,  the  serum  of  an  animal  immunized  against 
thyroid  tissue,  etc.). 

In  the  great  majority  of  cases,  however,  subtotal  thyroidectomy 
is  the  only  successful  treatment,  and  should  be  resorted  to  earlier 
rather  than  later.  In  any  case,  however,  a  preliminary  rest  in  bed 
under  the  above  medical  treatment,  and  continued  as  long  as  the 
patient  seems  to  benefit,  would  seem  to  improve  the  results  of 
operation. 

Toxic  Goiter. — There  is  a  large  group  of  cases  with  goiter  and 
hyperthyroidism  which  differ  somewhat  from  those  of  typical 
Basedow’s  disease.  In  some  of  these  an  adenoma  of  the  thyroid 
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had  previously  been  present  which  after  several  years  of  latency 
became  “activated.”  Other  cases,  however,  seem  to  develop  on  the 
basis  of  a  previously  normal  gland.  Some,  clearly,  are  the  results 
of  psychic  trauma.  In  them,  the  thyroid  gland  may  at  first  swell 
rapidly  because  of  congestion,  and  a  permanent  hypertrophy  soon 
follow.  The  danger  of  operation  in  these  cases  is  much  greater 
than  in  true  Basedow’s  disease. 

Patients  with  toxic  goiter  usually  lack  several  of  the  features  of 
Basedow’s  disease,  but  those  which  are  present  usually  are  pro¬ 
nounced.  A  marked  grade  of  exophthalmos  is  sometimes,  yet  sel¬ 
dom,  present,  but  the  eyes  often  suggest  this  since  wide  open 
because  of  the  marked  retraction  of  the  lids.  Joffroy’s  sign  is  most 
frequently  present ;  v.  Graefe’s,  less  often ;  while  Stellwag’s  sign 
(lack  of  winking)  is  rarely  found.  The  pulse  rate  and  systolic 
blood  pressure  are  normal  most  of  the  time,  but  become  excessive 
whenever  the  patients  become  excited.  Then,  the  tremor,  often 
coarser  than  in  Basedow’s  disease,  either  appears,  or  becomes  most 
marked.  On  the  other  hand,  constipation  is  the  rule ;  menstruation 
is  diminished  or  absent;  the  skin  is  dry;  there  is  no  unusual  loss 
of  weight,  on  the  contrary,  even  a  gain.  The  basal  metabolic  rate, 
the  most  of  the  time,  is  normal  or  low,  but  at  other  times  reaches 
the  highest  figures  we  see.  In  this  group  may  belong  many  of  the 
war  cases  of  “Basedow’s  disease,”  for  military  physicians  reported 
that  in  them  the  clinical  picture  was  seldom  complete. 

In  toxic  cases,  this  laboratory  test  may  be  very  deceptive.  Certainly,  if 
it  is  found  ioo  percent  over  normal,  it  is  not  “basal.”  That  is,  the  patient, 
while  the  test  is  being  made,  is  tense  from  apprehension.  One  case  may 
illustrate  this.  A  very  neurasthenic  banker,  38  years  old,  believing  that  he 
had  a  “hidden  goiter,”  asked  that  his  basal  metabolic  rate  be  determined. 
The  first  result,  January  9,  1928,  was  plus  230  percent;  on  January  10th, 
plus  124  percent;  on  the  12th,  plus  34  percent;  on  the  18th,  minus  18  per¬ 
cent;  April  12,  1928,  minus  3  percent;  October  19,  1930,  plus  26  percent; 
November  nth,  plus  31  percent;  and  April  9,  1931,  minus  17  percent. 

We1  have  reported  several  cases  of  toxic  goiter  apparently  due  to  psychic 
trauma.  A  woman  twenty-two  years  old  was  admitted  to  the  hospital  with 
extreme  exophthalmos  and  a  huge,  flat,  pulsating  goiter  over  which  one  felt 
an  intense  thrill.  Stellwag’s  and  Moebius’  signs  were  negative ;  von  Graefe’s, 
only  suggestive.  The  tremor  of  the  hands,  fine  and  very  rapid,  was  pro¬ 
nounced.  The  restlessness  of  the  entire  body  was  so  marked  that  she  could 
not  lie  still  in  bed.  Nevertheless,  she  had  only  a  very  slight  permanent 
tachycardia  (the  pulse  rate  usually  varied  between  100  to  no),  but  at  times 
it  became  pronounced.  Her  systolic  blood  pressure  while  she  mentally  was 
fairly  quiet  was  130,  and  the  diastolic  no  mm.  Hg.  Her  basal  metabolism 
rate  on  several  trials  ranged  from  plus  40  to  plus  117  percent,  an  increase 
probably  due  to  her  muscular  tremors,  for  she  could  not  lie  quiet.  It  was  of 
great  interest  that  at  that  time  she  actually  was  gaining  in  weight  on  a 
moderately  low  diet,  that  her  menstruation  first  decreased  and  then  stopped, 
and  that  she  became  more  and  more  constipated.  Such  marked  discrepancies 
in  the  clinical  picture  strongly  suggested  dysthyriosis  due  to  psychical  shock, 
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but  the  latter  she  denied.  She  affirmed  that  seven  days  previously  there  was 
no  swelling  of  the  neck,  and  that  her  huge  goiter  appeared  suddenly.  Later, 
she  admitted  that  nine  months  previously,  hearing  screams,  she  rushed  out  of 
the  house  just  in  time  to  see  her  husband  shoot  and  kill  his  two  unarmed 
brothers.  He  was  sentenced  to  life  imprisonment  and  since  then  had  made 
her  life  miserable,  blamed  her  bitterly  for  not  obtaining  his  release  on  the 
grounds  of  self-defense. 

This  patient  demanded  the  immediate  removal  of  her  goiter,  but  we  re¬ 
fused  on  the  ground  that  without  weeks  of  preliminary  treatment  it  would 
be  too  dangerous.  Dissatisfied,  she  went  to  another  hospital,  operation  was 
performed  at  once,  but  she  died  while  still  in  the  operating  room. 

Another,  and  similar  case,  only  milder,  was  that  of  a  young  man  whose 
fiancee,  in  a  quarrel,  pretended  to  commit  suicide,  whereupon  he  left  that 
State. 

Another  was  of  a  woman  admitted  three  times.  The  first  time  was  for  a 
goiter  with  signs  of  hyperthyroidism,  which  appeared  soon  after  her  husband 
committed  suicide  in  her  presence  as  a  rebuke  to  her  manner  of  life.  Her 
second  admission  followed  another  psychic  shock  (her  son  was  imprisoned 
for  crime),  which  added  diabetes  mellitus  to  her  troubles.  Still  later,  a 
third  psychic  shock  was  followed  by  arterial  hypertension,  which,  like  the 
other  two  troubles,  remained  permanent. 

We  would  mention  also  a  fourth  case.  Because  of  her  physical  signs  and 
the  date  of  their  appearance,  we  told  this  young  woman,  twenty-four  years 
old,  that  she  had  had  an  emotional  shock  and  named  the  month  in  which  it 
probably  had  occurred;  but  this  both  she  and  her  mother  positively  denied. 
Later,  however,  they  admitted  that  during  the  month  mentioned  rape  had 
been  attempted,  which,  since  no  one  had  witnessed  it,  they  had  agreed  never 
to  mention. 

The  treatment  of  toxic  goiter,  especially  that  due  to  psychic 
shock,  is  unsatisfactory.  In  early,  mild  cases,  if  the  social  malad¬ 
justment  or  the  anxiety  based  on  the  psychic  shock  can  be  relieved, 
psychotherapy  may  help ;  but  later,  while  it  may  be  of  considerable 
value,  it  gives  only  limited  benefit,  for  a  thyroid  hyperplasia  once 
established  becomes  an  independent  condition.  Surgery  usually  is 
indicated,  yet  only  after  a  long  rest  in  bed  and  medical  treatment 
(page  19)  until  the  condition  becomes  stabilized ;  but  even  with 
the  best  of  preoperative  care,  hypothyroidism  with  exophthalmos 
is  apt  to  persist  or  to  follow  the  operation.2 

Parathyroid  Disease. — The  function  of  the  parathyroid  glands 
is  not  clear,  but  evidently  it  has  to  do  with  calcium  metabolism. 
The  administration  of  parathyroid  extract  produces  a  fall  in  blood 
pressure  and  a  very  high  calcium  and  phosphorus  content  in  the 
blood,  which  suggest  an  intimate  relationship  between  the  para¬ 
thyroid  hormone  and  the  autonomic  nervous  system.  Parathyroid¬ 
ectomy  gives  rise  to  tetany  and  to  metabolic  disturbances  which 
strongly  suggest  that  the  parathyroid  hormone  inhibits  the  sympa¬ 
thetic  nerves  and  the  adrenals.  Possibly  the  gonads  also  are  influ¬ 
enced  (Kuntz) .  Falta  believes  that  parathyroid  oversecretion  leads 
to  a  deficiency  of  calcium  in  the  cells  of  the  central  nervous  system, 
with  hyperirritability  the  result;  that  when  this  is  limited  to  the 
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cord  and  peripheral  nerves,  tetany  occurs  (page  215)  ;  when  the 
cortex  especially  is  affected,  epilepsy  results  (page  384).  Some  of 
the  patients  who  had  lost  their  parathyroid  function  because  of 
thyroidectomy  have  complained  of  a  curious  sense  of  unreality,  of 
being  at  great  distance  from  the  objects  and  persons  immediately 
around  them. 

The  treatment  of  parathyroid  conditions,  provided  the  blood 
calcium  is  found  to  be  definitely  reduced,  is  a  diet  rich  in  calcium 
(milk  especially),  the  subcutaneous  injection  once  a  week  of  para¬ 
thormone,  and  the  repeated  exposure  of  the  skin  to  ultraviolet  light. 

Pituitary  Disease. — The  pituitary  body  produces  at  least  five 
hormones  (the  growth,  gonadotropic,  thyrotropic,  lactogenic,  and 
diabetogenic  hormones).3  Its  posterior  lobe  (pars  nervosa  and  pars 
intermedia)  would  seem  to  play  an  important  role  in  the  regulatory 
control  of  metabolism  and  adiposity,  and  influence  the  function  of 
all  involuntary  muscle  tissue,  while  insufficiency  of  its  anterior  lobe 
function  is  associated  clinically  with  atonicity  and  weakness  of  the 
voluntary  muscles. 

We  know  little  as  yet  regarding  the  interrelation  between  the 
pituitary  gland  and  the  autonomic  system,  since  those  disorders 
commonly  attributed  to  pituitary  dysfunction,  as  diabetes  insipidus 
and  the  so-called  pituitary  glycosuria,  may  be  caused  also  by  lesions 
of  the  adjacent  structures  in  the  hypothalmus.  The  close  relation¬ 
ship  between  pituitary  function  and  the  menstrual  function  would 
seem  proved  (page  161).  The  so-called  “pituitary”  headaches 
(pages  91  and  163),  usually  severe  and  more  or  less  migrainous  in 
character,  should  not  suggest  hypophyseal  origin  unless  other  signs 
also  suggest  some  lesion  of  this  structure.  Pituitary  epilepsy  is  of 
the  uncinate  type  (page  165).  “Pituitary  somnolence”  in  large 
measure  is  due  to  the  associated  hypothyroidism. 

The  infantilism  of  the  patient  with  Froelich’s  syndrome,  the  ab¬ 
normal  size,  appearance  and  weakness  of  the  pituitary  giant,  as  well 
as  of  the  ateliotic  dwarf  (granting  that  this  condition  is  pituitary 
in  origin),  must  lead  to  psychoneurotic  trends.  In  Froelich’s  syn¬ 
drome  restlessness,  gayety  (but  also  apathy)  have  been  reported. 
In  acromegaly,  apathy,  forgetfulness,  slowing  of  speech  and,  more 
rarely,  exaltation  have  been  described.  Pituitary  cases  seldom 
develop  psychoses ;  some  are  mentally  retarded. 

There  is  a  group  of  interesting  cases,  a  few  marked  illustrations 
of  which  we  have  seen,  in  which  psychoneurotic  trends  (inferiority 
complex  with  overcompensation)  are  combined  with  loss  of  weight, 
amenorrhea,  trophic  changes  in  the  skin,  a  basal  metabolism  rate 
sometimes  high  (e.g.,  plus  23  percent)  and  later  low  (e.g.,  minus 
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30  percent),  yet  with  improvement,  both  physical  and  emotional, 
following  subcutaneous  pituitary  therapy. 

There  is  as  yet  no  satisfactory  medical  treatment  of  pituitary 
troubles  although  occasionally  clinical  improvement  does  follow  the 
subcutaneous  administration  of  various  recent  preparations  from 
this  gland.  Demonstrable  tumors  should  be  treated  surgically  and 
the  operation  followed  by  deep  x-ray  therapy.  I  f  the  case  is  luetic, 
vigorous  antiluetic  treatment  following  operation  (page  168)  is 
indicated. 

Pancreas. — That  there  is  a  center  in  the  midbrain  which  influ¬ 
ences  glucogen  elimination  is  well  known ;  also,  that  various  dis¬ 
eases  of,  and  especially  traumata  to,  the  brain  are  followed  by  tem¬ 
porary  glycosuria.  The  emotional  stress  involved  in  scholastic 
examinations  and  athletic  contests  not  infrequently  is  accompanied 
by  hyperglycemia,  a  low  sugar  tolerance,  even  by  temporary  glyco¬ 
suria.  That  diabetes  mellitus  may  follow  psychic  shock  is  a  gen¬ 
eral  belief,  and  yet,  while  this  raises  the  blood  sugar,  usually  only  a 
transitory  glycosuria  and  not  diabetes  is  the  result,  while  in  other 
cases  the  emotional  disturbances  may  only  have  brought  to  light  a 
case  of  latent  diabetes.  The  weakness  and  loss  of  weight  of  pa¬ 
tients  with  diabetes  mellitus  who  are  not  on  a  proper  diet  may  pro¬ 
duce  any  of  the  effect  reactions  which  malnutrition  produces ;  nev¬ 
ertheless,  one  is  impressed  by  the  optimistic  attitude  of  many  dia¬ 
betics  (Campbell).  Some,  however,  suffer  depression  as  a  reaction 
to  their  knowledge  of  their  disease. 

The  symptoms  of  that  hypoglycemia  which  follows  overdoses  of 
insulin  and  that  due  to  the  presence  of  an  insulin  adenoma,  as  sud¬ 
den  weakness,  nervousness,  hysterical  crying  with  waving  of  the 
arms,  sudden  loss  of  consciousness  sometimes  with  convulsions,  and 
especially  the  hyperinsulinic  form  of  epilepsy  (page  394),  are  of 
particular  interest  to  those  studying  the  nervous  patient  (page  14). 
Of  great  interest,  also,  are  the  very  indefinite  symptoms  (asthenia, 
various  disturbances  of  digestion,  etc.)  seen  in  psychoneurotic 
patients  with  low  blood  sugar  (about  70  mm.  per  100  cc.),  which 
improve  when  pancreatin  is  taken. 

The  Adrenal  Glands. — The  early  adynamia  of  Addison's  dis¬ 
ease  (low  blood  pressure,  easy  fatigability,  subnormal  temperature, 
increasing  depression,  mental  retardation,  insomnia,  headache,  ver¬ 
tigo,  etc.)  may  in  part  be  due  to  the  atony  of  the  skeletal  muscula¬ 
ture  and  faulty  cerebral  blood  supply  which  the  arterial  hypotension 
causes,  but  the  patient’s  psychic  depression  and  irritability  may  be 
reactions  to  his  knowledge  of  his  serious  condition.  Any  diminu¬ 
tion  of  the  output  of  epinephrine,  however,  results  in  diminished 
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sympathetic  tonus  and  therefore  in  relative  parasympathetic  hyper¬ 
tonus  (general  vagotonia),  which  explains  some  of  the  dominant 
symptoms  of  Addison’s  disease,  and  to  a  less  degree  some  of  those 
of  pure  psychoneurotic  states  also  (as  low  blood  pressure,  a  sub¬ 
normal  body  temperature,  asthenia  and  such  gastro-intestinal  dis¬ 
orders  as  constipation  alternating  with  diarrhea). 

Adrenalin  increases  the  resistance  of  the  voluntary  muscles  to 
fatigue,  mobilizes  the  stored-up  carbohydrate,  thus  increasing  the 
blood  sugar,  plays  a  part  in  the  increase  of  the  flow  of  blood  to  the 
heart,  lungs,  central  nervous  system,  and  limbs,  while  at  the  same 
time  it  reduces  the  blood  supply  to  the  abdominal  organs,  the  activ¬ 
ities  of  which  meanwhile  have  been  inhibited  by  parasympathetic 
stimulation.  All  of  these  effects  are  important  in  the  expressions 
of  pain,  fear,  rage,  etc.,  which  develop  suddenly  in  critical  emer¬ 
gencies. 

Adrenal  hyper  function  due  to  neoplasms  involving  the  adrenal 
medulla  or  the  other  chromaffin  bodies  results  in  marked  arterial 
hypertension,  early  arteriosclerosis,  profound  metabolic  disturb¬ 
ances  (as  grave  diabetes  mellitus,  if  both  adrenals  are  involved), 
and,  not  infrequently,  in  apoplexy,  all  of  which  suggest  sympathetic 
hyperstimulation.  The  above-mentioned  glycosuria,  also  that  which 
follows  the  injection  of  adrenalin,  illustrates  the  ability  of  the  hor¬ 
mone  of  one  organ  to  cause  the  dysfunction  of  another  endocrine 
gland,  in  this  case  by  inhibiting  that  of  the  pancreatic  islands. 

The  thymus  is  no  longer  considered  a  gland  of  internal  secre¬ 
tion.  Its  persistence,  however,  is  important,  since  evidence  of  a 
failure  of  the  proper  involution  of  this  organ  indicates  some  seri¬ 
ous  underlying  disturbance  (status  thymicolymphaticus)  which 
may  explain  the  great  danger  to  such  patients  of  surgical  operation, 
trauma,  infectious  disease,  etc. 

The  Gonads  and  the  Pineal  Body. — Early  castration  leads  to 
well-known  bodily  changes,  including  failure  of  appearance  of  the 
secondary  sexual  characters,  the  indeterminate  type  of  general  body 
development,  and  a  lack  of  courage  and  of  ambition ;  but  it  seldom 
is  followed  by  mental  changes,  and  if  it  is,  these  are  insignificant. 
That  there  is  a  functional  relationship  between  the  testes,  pineal 
body  and  pituitary  gland  is  suggested  by  the  eunuchoid  habitus 
which  follows  early  castration,  the  precocious  sexual  maturity  in 
cases  of  pineal  neoplasms,  and  the  genital  atrophy  which  under 
experimental  conditions  follows  the  destruction  of  the  posterior 
lobe  of  the  hypophysis.  Whether  or  not  the  testicular  and  pineal 
hormones  effect  some  of  their  results  through  the  autonomic 
nervous  system  is  not  known,  but  seems  probable. 
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The  sense  of  marked  inferiority  of  the  male  who  is,  or  who 
imagines  himself  to  be,  impotent,  does  not  depend  on  any  disorder 
of  his  generative  glands.  Also,  to  no  disturbances  of  the  internal 
secretions  of  the  gonads  can  we  attribute  either  the  various  mental 
states  which  develop  so  often  during  puberty,  pregnancy,  and  the 
menopause,  or  the  markedly  sexual  coloring  of  the  thought  con¬ 
tent  of  various  of  the  psychoses.  If,  however,  impotence  is  the 
result  of  the  practices  of  youth  which  have  disturbed  personality 
development,  the  case  is  very  different  (page  287). 

That  the  ovarian  hormone  has  some  definite  relation  to  the 
autonomic  nervous  system  is  suggested  by  the  tendency  to  obesity 
and  the  marked  vasomotor  changes  (e.g.,  the  sudden  “hot  flashes”) 
of  the  menopause,  due  possibly  to  the  loss  of  the  inhibitory  influ¬ 
ence  of  the  ovarian  hormone  on  the  sympathetic  system,  by  the  very 
characteristic  blood-sugar  curves  of  pregnancy  and  parturition  (the 
blood-sugar  is  low  at  the  close  of  pregnancy,  rises  abruptly  during 
parturition,  and  falls  again  before  the  end  of  the  first  week  after 
parturition),  and  by  the  occasional  cases  of  antemenstrual  hyper¬ 
glycemia.  The  changes  in  metabolism  commonly  associated  with 
the  menopause  are  probably  the  result  of  cessation  of  the  ovarian 
function.  These  symptoms  are  highly  variable  and  depend,  in  a 
large  measure,  on  the  constitutional  peculiarities  of  the  individual. 
Nevertheless,  the  severe  headaches  associated  with  the  menopause, 
Adler  considers  to  be  the  result  of  hyperirritability  of  the  cranial 
sympathetic  nerves.  Undoubtedly  the  woman  during  this  period  of 
life  is  “sensitized,”  with  the  easy  production  of  psychoneurotic  re¬ 
actions  the  result,  but  one  cannot  explain  the  anxiety,  depression 
and  emotional  liability  which  often  arise  as  necessary,  since  the 
great  majority  of  women  have  none  of  these. 

ACIDOSIS  AND  ALKALOSIS 

Changes  in  the  hydrogen-ion  concentration  of  the  blood  would 
seem  to  explain  certain  nervous  symptoms  formerly  considered  as 
psychoneurotic.  Alkalosis,  most  marked  in  patients  with  organic 
pyloric  obstruction  sufficient  to  cause  excessive  vomiting,  definitely 
increase  the  irritability  of  the  neuromuscular  apparatus,  with  result¬ 
ing  restlessness,  excitability,  tingling  or  prickling  sensations,  numb¬ 
ness  of  the  hands  and  feet,  and,  in  extreme  cases,  tetany  and  con¬ 
vulsions  (page  215).  A  true  acidosis  is  seldom  seen  except  in  dia¬ 
betic  coma.  In  the  majority  of  cases  there  is  no  increase  of  the 
acids,  but  a  reduction  of  the  alkali  reserve  in  the  blood.  This  may 
explain  the  vomiting,  diarrhea,  and  fever  seen  in  some  children 
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who  suffer  from  disturbances  in  the  metabolism  of  fats  and  pro- 
teids,  and  also  the  weakness,  headache,  lassitude,  and  nausea  seen 
in  persons  on  a  starvation  diet.  (The  effect  of  slight  shifts  in  the 
acid-base  balance  of  the  plasma  is  mentioned  on  page  13.) 
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CHAPTER  IV 


THE  EMOTIONS:1  CONDITIONED  REFLEXES  2 

An  emotion  is  the  psychic  state  which  accompanies  the  tendency 
to  act  strongly  in  relation  to  some  stimulus.  For  an  emotion  to 
arise,  the  individual  must  first  be  conscious  of,  that  is,  must  per¬ 
ceive,  the  stimulus  (a  sense  perception,  an  idea,  or  a  memory) 
which  arouses  it;  later,  he  becomes  aware  of  the  emotion.  The 
characteristic  contents  of  each  emotion,  however,  arise,  not  from 
psychic,  but  from  physical  changes,  somatic  and  visceral,  which  the 
stimulus,  reflexly  and  involuntarily,  immediately  arouses.  In  other 
words  :  emotions  are  not  functions  of  the  brain  cortex,  but  of  nerve 
centers  probably  in  the  diencephalon.  Emotions  reach  conscious¬ 
ness  ;  they  do  not  arise  there. 

Somatic  and  Visceral  Reactions. — All  primitive  emotions  are 
accompaniments  of  strong  instinctive  reactions  and  each  “instinct” 
has  its  own  specific  emotion :  for  illustration,  that  of  the  instinct  to 
flee,  is  fear ;  to  fight,  is  rage ;  but  it  is  the  instinctive  reaction,  not 
the  emotion,  which  is  primary.  The  perception  of  the  stimulus  is 
followed  immediately  and  automatically  by  a  definite,  well-organ¬ 
ized  combination  of  physiological  bodily  changes  designed  to  make 
the  expression  of  that  instinct  as  successful  as  possible.  Thus  the 
stimulus  (e.g.,  the  sight  of  an  enemy)  which  arouses  the  instinct 
to  flee  involuntarily  calls  forth  a  combination  of  somatic  and  vis¬ 
ceral  reactions  peculiar  to  itself,  and  does  so  before  deliberate 
reasoning  can  come  to  any  verdict  concerning  the  object  of  the 
emotion.  It  is  our  awareness  of  these  bodily  changes  which  is  the 
emotion.  In  other  words,  we  do  not  tremble  because  we  are  afraid ; 
we  are  afraid  because  we  tremble. 

Thus,  the  primitive  emotions  resemble  conditioned  reflexes. 
That  is,  certain  stimuli  arouse  instinctive  reactions,  among  the 
results  of  which  are  circulatory  changes  in  the  skin  and  splanchnic 
area,  modifications  in  the  contractions  and  tonus  of  the  somatic 
and  visceral  musculatures,  changes  in  the  functions  of  glandular 
organs,  all  of  them  organized  through  the  autonomic  nervous  sys¬ 
tem.  These  visceral  changes  induce  afferent  impulses  which  reach 
consciousness  in  the  form  of  somatic  and  visceral  sensations,  and 
these  sensations  are  the  characteristic  content  of  the  emotions.  So 
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far  as  their  origin  is  concerned,  the  emotions  lie  beyond  the  control 
of  volition,  although  volition  may  modify  or  inhibit  them. 

To  the  normal  individual,  the  autonomic  responses  of  his  visceral 
organs  to  emotions  stimulated  within  his  psychic  sphere  would 
seem  to  be  just  as  truly  cortically  determined  as  are  the  contractions 
of  his  voluntary  muscles.  In  some  degree  this  is  true.  Under  con¬ 
ditions  of  emotional  stress,  efferent  impulses  from  the  cortex  are 
relayed  to  the  autonomic  diencephalic  centers,  to  be  discharged 
downward  and  outward  to  the  viscera  and  muscles,  producing  the 
well-known  visceral  and  somatic  manifestations  of  emotional  ex¬ 
citement.  Nevertheless,  it  is  the  afferent  impulses  that  the  physical 
changes  thus  produced  arouse  which  appear  in  consciousness  as 
emotions;  and  these  impulses  perceived  are  a  necessary  part  of 
every  complete  emotional  state,  whether  this  be  normal  or  patho¬ 
logical. 

The  emotions  of  the  animal,  and  probably  of  primitive  man  also, 
are  his  immediate  responses  to  stimuli  arising  in  the  world  about 
him.  Thanks  to  them,  he  gains  his  food,  protects  his  life  through 
flight  or  through  fight,  etc.  Naturally,  they  are  very  brief  in  dura¬ 
tion.  The  emotions  of  civilized  man,  on  the  contrary,  are  much 
more  complicated,  since  the  majority  of  his  dangers  involve  not  his 
physical  safety  and  daily  needs,  but  his  social  and  economic  life. 
His  escape  from  these  is  not  by  physical  fight  or  flight,  and  yet  all 
of  the  emotions  which  they  arouse  contain  exactly  the  same  physical 
(somatic  and  visceral)  elements  as  do  those  of  the  animal.  To  the 
latter,  they  are  life-saving;  but  for  man,  they  have  no  purpose; 
since  meaningless,  to  him  they  are  very  worrying.  Also,  they  are 
by  no  means  transitory  but  are  more  or  less  continuous,  even  for 
years.  Since  they  subserve  no  useful  purpose  and  since  they  are 
continuous,  they  are  in  time  even  harmful  to  the  somatic  and 
visceral  structures  involved.  While  the  well-trained  individual  may 
hold  in  restraint  the  majority  of  the  somatic  and  visceral  reactions 
belonging  to  his  emotions,  nevertheless,  when  his  psychic  states  are 
intense  they  may  be  aroused  to  a  violent  degree.  The  less  well- 
trained  man  will  of  course  suffer  considerably  because  of  them. 

As  already  stated  (page  7),  the  somatic  and  visceral  symptoms 
of  all  organic  diseases,  as,  for  illustration,  tuberculosis  of  the  lung 
and  cancer  of  the  stomach,  are,  in  large  measure,  the  results  of  im¬ 
balances  within  the  autonomic  and  endocrine  systems.  It  is  exactly 
these  same  mechanisms  which  produce  the  visceral  and  somatic  dis¬ 
turbances  which  underlie  the  emotions.  This  is  the  proper  key  to 
an  understanding  of  the  psychoneuroses.  The  “nervous”  chill,  the 
“nervous”  faint,  all  “nervous”  changes  in  the  pulse  rate  and  in  the 


Autonomic  Reactions 


29 


blood  pressure,  the  flush  of  excitement,  the  pallor  of  fear,  prac¬ 
tically  all  functional  gastro-intestinal  disturbances,  as  vomiting, 
diarrhea,  etc.,  the  distressed,  apprehensive  facies  of  the  vago¬ 
tonic  person,  the  frightened  look  of  the  person  with  hyperthyroid¬ 
ism,  etc.,  all  are  similar  to  and  are  produced  by,  the  same  mechan¬ 
isms  as  are  these  same  changes  when  symptoms  of  organic  dis¬ 
eases.  It  is  similar  autonomic  imbalances  which  explain  in  large 
degree  the  progress  and  prognosis  of  organic  diseases,  but  also 
those  modifications  of  these,  and  some  of  them  are  serious,  which 
the  anxious  patient  so  often  effects  through  his  emotions.  And, 
finally,  these  same  reactions,  although  entirely  aroused  by  fear,  if 
long  continued  can  lead  to  long-continuing,  far-reaching,  visceral 
dysfunctions,  and  these  to  permanent  tissue  change,  which  in  turn 
ultimately  may  result  in  organic  disease  and  in  death. 

Autonomic  Nervous  Centers. — All  emotions,  even  all  those  of 
highly  civilized  man,  probably  stage  their  performance  in  autonomic 
nervous  centers  the  highest  of  which  lie  on  a  subthalamic  level.  A 
man,  greatly  excited,  may  speak  or  strike  first,  possibly  kill ;  later, 
“thinks.”  While  some  of  the  physical  elements  of  all  the  emotions 
usually  reach  consciousness,  yet  normally  it  is  only  a  few  which 
do,  except  under  conditions  of  excitement.  They  may  do  so,  how¬ 
ever,  in  exaggerated  degree  in  the  presence  of  a  psychoneurosis,  a 
constitutional  deficiency,  or  a  mental  disease ;  and  the  intensity  of 
these  physical  elements,  then  in  consciousness,  is  in  large  measure 
to  be  explained,  not  in  terms  of  the  visceral  dysfunctions  which 
aroused  them,  but  of  the  irritability  of  the  nervous  centers  involved, 
and  especially  of  those  belonging  to  the  parasympathetic  system. 
In  all  psychoneurotic  states,  hyperirritability  is  the  rule;  and  this 
allows  afferent  stimuli  to  reach  consciousness  which  normally 
would  not,  and  those  which  normally  would  appear  in  mild  form, 
to  be  perceived  as  intense.  On  the  other  hand,  efferent  cortical 
processes  certainly  do  influence  these  same  autonomic  nervous  cen¬ 
ters,  sometimes  inhibiting,  sometimes  intensifying,  their  activities. 
During  intense  emotional  stress,  however,  all  such  control  fails, 
and  the  influence  of  the  emotions  in  both  the  somatic  and  visceral 
realms  is  greatly  exaggerated.  Thus,  violent  emotional  episodes, 
as  fright,  call  forth  pallor,  cold  sweat,  anuria,  vasodilatation  of  the 
vessels  of  the  muscles,  vasoconstriction  of  those  of  the  splanchnic 
area,  a  discharge  of  adrenalin  into  the  blood  stream,  the  mobiliza¬ 
tion  of  blood  sugar,  a  marked  rise  in  the  number  of  red  corpuscles 
in  the  peripheral  blood  and  may  permanently  stop  the  lactation  of 
a  nursing  woman.3 

Cannon  has  shown  that  because  of  a  continued  discharge  of 
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adrenalin,  the  visceral  concomitants  of  emotional  excitement  per¬ 
sist  for  some  time  after  the  stimulus  has  ceased  to  act.  For  this 
reason,  a  person  should,  in  so  far  as  he  is  able,  limit  any  full  ex¬ 
pression  of  all  powerful  emotions,  as  anger,  in  order  to  avoid  a 
persistent  state  of  disquiet.  Also,  he  should  not  attempt  the  exer¬ 
cise  of  any  function  which  at  that  time  is  being  emotionally  in¬ 
hibited.  For  example,  since  the  digestive  processes  are  brought 
even  to  a  standstill  by  excitement,  and  continue  so  for  a  consider¬ 
able  period,  an  excited  person  should  abstain  from  food  until  a 
state  of  calm  shall  have  been  restored.  Also,  it  is  a  reasonable 
assumption  that  since  the  violent  emotional  states  of  civilized  man 
are  stimulated  by  social,  economic,  etc.,  conditions,  and  therefore, 
unlike  those  of  primitive  man,  cannot  find  immediate  satisfaction, 
they  will,  if  frequently  repeated,  produce  long-continued  instability 
and  hyperirritability  of  the  visceral  mechanisms  involved,  with  an 
irascible  or  a  fearsome  disposition  the  result. 

And,  finally,  the  visceral  reactions  emotionally  aroused,  since 
meaningless  to  civilized  man,  become  primary  stimuli  in  the  pro¬ 
duction  of  anxious  worries  as  to  their  significance,  which,  if  the 
individual  concerned  is  psychically  or  nervously  unstable,  often 
leads  to  the  development  of  psychoneurotic,  that  is,  of  anxiety 
states ;  and  if  such  states  continue  indefinitely,  the  chronic  visceral 
dysfunctions  thus  created  and  indefinitely  maintained,  tend,  as 
mentioned  above,  to  result  in  permanent  tissue  changes.  As  a  mat¬ 
ter  of  fact,  however,  this,  in  psychoneurotic  and  psychotic  persons, 
does  not  always  happen ;  for,  as  time  goes  on,  they  tend  to  affect 
the  visceral  functions  less  and  less,  and  to  inflict  their  greatest 
damage  at  higher  levels.  As  a  result,  the  physical  symptoms  so 
common  in  early  psychoses  tend,  as  the  latter  increase  in  severity, 
to  diminish,  and  the  mental  and  moral  faculties  to  become  more  and 
more  impaired.  That  is,  the  mind  becomes  dominated  by  uncon¬ 
trolled  emotionalism,  obsessions,  hallucinations,  etc.,  with,  finally, 
the  development  of  a  psychotic  state  almost  devoid  of  physical  ele¬ 
ments.  These  latter,  however,  never  disappear  entirely,  for  certain 
disturbances  of  the  neurovegetative  system  are  constant  and  char¬ 
acteristic  features  of  the  most  of  the  psychoneuroses  and  psy¬ 
choses  ;  yet  in  all  cases,  the  psychic  and  the  physical  elements  in¬ 
volved  usually  vary  in  inverse  ratio.  Later,  the  reappearance,  or 
the  increase  in  severity,  of  physical  dysfunctions  is  one  of  the  first 
signs  of  improvement.  This  the  internist  sees  in  severe  obses¬ 
sional  and  compulsive  states  (page  341). 

Above,  we  have  spoken  of  the  visceral  disturbances  which  emo¬ 
tional  states  may  induce;  the  reverse  process,  however,  is  just  as 
important.  Through  these  same  autonomic  mechanisms  mentioned 
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above,  visceral  dysfunctions,  both  those  due  to  organic  lesions  and 
those  to  unrecognized  anxiety  states,  may  be  the  starting  point  of 
emotional  reactions,  with  the  development  of  psychoneurotic  condi¬ 
tions  the  result. 


CONDITIONED  REFLEXES 

As  mentioned  above,  the  primitive  emotional  reactions  closely  re¬ 
semble  physical  reflex  responses,  being,  like  them,  elicited  by  def¬ 
inite  stimuli.  In  infants,  for  illustration,  loud  sounds  are  the 
natural  stimuli  for  the  reaction  of  fear ;  that  of  rage  is  the  limit¬ 
ing  or  hampering  of  the  freedom  of  the  bodily  movements.  Early 
in  life,  these  emotional  reactions  become  elaborated  through  the 
development  of  more  complex  reflexes.  Some  of  these  normally 
disappear  during  childhood;  others  tend  to  persist  indefinitely; 
those  which  are  normal  are  important  in  the  maintenance  of  health 
and  efficiency;  others,  unfortunately  formed,  or  while  normal  to 
the  child  fail  to  disappear  by  puberty,  serve  later  as  the  basis  of 
psychoneurotic  trends. 

As  a  result  of  training,  the  natural  stimulus  for  any  given  nor¬ 
mal  reflex  can  be  replaced  by  another  previously  unrelated  stimu¬ 
lus,  provided  the  latter  often  enough  accompanies  the  former.  For 
illustration,  the  young  child’s  pleasure  when  handed  his  favorite 
toy  can  be  changed  to  fright,  if  whenever  the  toy  is  offered  him 
some  frightening  noise  is  made.  Such  is  a  conditioned  reflex,  and 
those  of  these  developed  during  childhood  certainly  enter  largely 
into  the  behavior  of  man.  The  new-born  child  has  great  capabil¬ 
ities  of  reflex  formation,  and  since  mental  life  is  a  continuity  from 
birth  onwards,  this  process  begins  at  the  moment  of  birth  (before 
birth  the  uniformity  of  stimuli  does  not  allow  of  it),  thus  laying 
the  foundations  of  the  complicated  emotional  reactions  of  adult  life. 

Pathological  Reflexes. — While  the  individual  with  a  stable  and 
well-disciplined  nervous  system  is  able  in  large  measure  not  only 
to  suppress  the  outward  expressions  of  his  violent  emotions  but 
also  to  inhibit  in  some  degree  his  earlier  developed  responses  to 
conditioned  emotional  stimuli,  this,  the  psychoneurotic  adult  seems 
much  less  able  to  do.  In  him,  we  repeatedly  find  evidences  of  the 
presence  of  abnormal  conditioned  reflexes  which  early  he  had  acci¬ 
dentally  formed.  While  some  of  these  pathological  reflexes  would 
seem  to  be  of  late  development,  yet  the  most  of  them  evidently  date 
back  to  early  life,  when,  thanks  to  the  rich  emotional  content  of 
the  child’s  mind,  his  emotions  and  the  details  of  the  experiences  of 
life,  novel  to  him,  easily  become  linked  together  to  form  long  asso¬ 
ciation  chains  with  resulting  emotional  trends.  Many  of  these 
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trends  in  their  normal  evolution  should  disappear  at  puberty,  but 
in  psychoneurotic  patients  some  of  them  will  have  been  made  per¬ 
manent  by  some  childhood  experience  which  at  that  time  happened 
to  have  exaggerated  them,  and  these,  later,  will  profoundly  affect 
the  patient’s  adult  emotional  behavior.  We  have  been  amazed  at 
the  ease  with  which  the  emotional  disturbances  of  some  psychas¬ 
thenic  adults  can  be  traced  back  to  remembered  experiences  of  early 
childhood,  and  (with  a  little  imagination)  some  of  them,  possibly 
to  the  events  of  weaning  and  even  of  birth. 

Many  of  the  obsessional  states  are  easily  (how  correctly,  is  an¬ 
other  matter)  explained  on  the  sole  basis  of  conditioned  reflexes. 
In  a  similar  way,  some  would  explain  also  such  syndromes  as  mi¬ 
graine,  asthma,  epilepsy,  etc.,  but  of  this  there  is  as  yet  no  adequate 
proof.  But  even  for  the  phobias,  however,  conditioned  reflexes 
alone  are  inadequate  explanation.  Claustrophobia  (says  Culpin) 
may  be  “nothing  but”  a  conditioned  reflex  originally  aroused  as  a 
reaction  to  some  earlier  but  long- forgotten  terrifying  circumstance, 
and  that  later,  when  the  patient,  now  an  adult,  cannot  endure  to 
remain  in  a  small  room,  the  fear  “just  happens.”  “The  clinical 
fact,  however,  that  if  we  succeed  in  bringing  back  into  the  patient’s 
consciousness  the  memory  of  that  original  circumstance  his  claus¬ 
trophobia  disappears,  suggests  that,  whatever  relation  this  phobia 
may  have  to  conditioned  reflexes  associated  with  mental  processes 
enacted  below  the  level  of  consciousness,  the  psychological  proc¬ 
esses  of  memory,  repression,  and  recall  are  of  much  greater  im¬ 
portance.” 

In  the  case  of  asthma  (Culpin  continues),  the  stimuli  (pollen, 
dust,  etc.)  which  induce  its  attack  are  various.  In  some  cases  the 
patient  can  establish  a  physiological  causal  relation  between  the 
attack  and  the  stimulus  affective  for  him ;  but  the  asthma  of  other 
patients  can  be  traced  back  to  a  purely  psychological  origin.  There 
is  a  curious  analogy,  if  not  identity  (says  Culpin),  between  the 
stimuli  of  some  asthma  attacks  and  those  of  some  attacks  of 
anxiety.  There  are  horse  and  cat  asthmas,  and  horse  and  cat  pho¬ 
bias;  asthmas  caused  by  closed  places,  and  claustrophobia;  some 
nervous  patients  show  emotional  dislikes  towards  certain  foods,  just 
as  some  asthma  patients  have  asthma  attacks  whenever  they  eat 
these  same  foods ;  the  asthma  patient  also  often  gives  positive  skin 
reaction  to  the  proteids  which  induce  his  asthma  attacks,  while  the 
sufferer  from  acute  anxiety  usually  shows  marked  dermatographia. 
For  both  the  allergic  and  the  psychoneurotic  asthma  cases,  how¬ 
ever,  conditioned  reflexes  which  involve  psychic  factors  would 
seem  a  better  explanation  than  those  purely  physiological  in  char¬ 
acter,  for  in  the  former  case  we  need  to  postulate  as  primary  one 
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emotional  state ;  in  the  latter,  a  chance  biochemical  stimulus  which 
happened  to  provoke  the  primary  attack  of  bronchiospasm.  If  the 
former  possibility  is  the  case,  then  later,  the  presence  of  some 
physical  stimulus  (a  pollen,  horse  dandruff,  etc.)  which  also  was 
present  on  the  first  occasion,  is  able,  because  of  the  conditioned 
reflex  set  up  on  that  occasion,  alone  to  serve  as  an  adequate  stimu¬ 
lus.  While  the  allergists  claim  that  the  biochemical  stimulus  was 
primary,  nevertheless  the  psychopathologist,  because  of  the  success 
of  his  therapy,  believes  that  it  was  the  psychic. 

Physiological  Mechanisms. — So  with  the  psychoneuroses  in 
general.  The  symptoms  which  they  present,  those  emotional  as 
well  as  those  physical,  are  produced  largely  through  physiological 
mechanisms  acting  in  conjunction  with  conditioned  psychic  reflexes. 
The  latter  may  take  place  at  very  different  levels.  On  the  so-called 
higher  levels,  these  reactions  result  from  conscious  reasoning  aided 
by  conscious  memory ;  at  a  slightly  lower  level,  conscious  reasoning 
is  at  work,  but  the  influence  of  memory  is  less  conspicuous  (such 
is  the  explanation  of  most  of  one’s  prejudices)  ;  at  still  lower  levels, 
the  reactions  which  develop  involve  reasoning  processes  associated 
with  very  little  awareness.  It  is,  however,  those  reactions  which 
take  place  on  a  somewhat  lower  level  than  this  which  interest  us 
particularly.  These  are  determined  by  previous  experience  and 
bear  the  mark  of  conditioned  reflexes,  but  in  them  introspection  can 
discover  no  reasoning  processes.  If  such  reactions  later  prove 
manifestly  unfitted  to  the  demands  of  the  situation  and  are  fre¬ 
quently  repeated,  or  if  they  were  the  result  of  a  single  experience 
startling  enough  to  act  as  a  psychic  trauma,  they  may  explain  the 
majority  of  psychoneurotic  symptoms.  At  lower  levels  still,  de¬ 
velop  reactions  which  are  closely  akin  to,  and  are  clearly  associated 
with,  physiological  reactions.  They  may  in  the  past  have  had  un¬ 
conscious  meaning  to  the  subject,  but  now  they  are  quite  as  physio¬ 
logical  as  is  the  behavior  of  a  hormone.  And,  finally,  on  still 
deeper  levels  such  reactions  as  migraine  headaches,  asthma  attacks 
and  epileptic  convulsions  possibly  may  develop.  If  this  be  the  case, 
then  these  syndromes  are  as  truly  psychoneurotic  in  character  as  is 
a  phobia,  the  chief  difference  between  the  two  being  that  while  all 
of  the  elements  of  the  phobia  either  are  in  consciousness  or  can  be 
brought  there  by  psychic  exploration,  those  of  these  last  lie  far  too 
deep  for  anything  less  than  prolonged  psychoanalysis,  and  possibly 
not  that,  to  reach. 
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CHAPTER  V 


CONSTITUTIONAL  INFERIORITY;  ORGAN  INFERI¬ 
ORITY;  ALLERGY 

Constitutional  inferiority,  the  present  popular  name  of  which  is 
* ‘constitutional  pathology/’  may  prove  to  have  great  importance  in 
medicine,  and  yet  it  is  an  idea  easily  exaggerated.  The  stigmata 
of  degeneracy  (Lombroso),  so  much  emphasized  a  generation  ago, 
are  now  discredited ;  so  also  are  the  physical  characteristics  which 
Draper1  thought  to  indicate  a  susceptibility  to  anterior  polio¬ 
myelitis.2  Nevertheless,  there  is  little  doubt  that  organ  inferiority 
is  a  condition  which  deserves  serious  consideration.  In  some  fam¬ 
ilies  early  senility,  arteriosclerosis,  kidney  disease,  chronic  ar¬ 
thritis,  etc.,  appear  in  successive  generations;  also,  the  disturbing 
influence  on  personality  development  of  a  crooked  spine,  of  deaf¬ 
ness  due  to  the  scarlet  fever  of  childhood,  etc.,  is  well  recognized. 
Adler,  indeed,  based  much  of  his  psychopathology  on  constitutional 
inferiority ;  that  is,  on  the  emotional  reactions  of  an  individual  to 
his  personal  physical  defects. 

ORGAN  INFERIORITY 

There  are  several  very  important  clinical  syndromes,  as  hay- 
fever,  migraine,  epilepsy,  etc.,  which  at  first  thought  would  seem 
to  have  little  in  common,  but  which  the  allergists,  to-day,  place  in 
one  group.  We,  also,  believe  that  these  conditions  have  much  in 
common,  but  would  describe  this  in  terms  of  organ  inferiority.  To 
us,  “inferiority”  does  not  imply  the  presence  of  any  disease  of  the 
organ  in  question,  but  does  some  condition  of  defectiveness  which 
its  tissues  have  acquired,  largely  the  result  of  persistent  and 
cumulative  hyperirritability  of  the  autonomic  nerve  centers  involved 
in  their  control,  because  of  which  it  in  its  functional  activities  does 
not  measure  up  to  the  standards  accepted  as  normal  for  that  organ. 

Such  defectiveness  in  an  organ  may  be  the  result  of  disturbances 
in  its  fetal  development  (e.g.,  congenital  heart  lesions,  athyreosis, 
etc.)  ;  or  the  fetus  may  have  suffered  because  of  the  inability  of 
the  mother  to  provide  him  with  the  proper  hormones  (e.g.,  the  true 
cretin)  or  with  adequate  nourishment;  or  this  organ  may  have 
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been  injured  by  some  intrauterine  (as  lues,  endocarditis,  etc.)  or 
early  infantile  disease.  We  too  often  forget  that  the  child  at  birth 
already  is  nine  months  old,  and  that  during  those  months  he  can 
“catch,”  and  possibly  even  recover  from,  any  disease  of  the  mother, 
the  germ  of  which  can  pass  through  the  placenta ;  that  during  the 
first  few  weeks  of  this  period  he  is  entirely  dependent  on  her  for 
all  the  hormones,  and,  during  that  entire  period,  for  all  the  nourish¬ 
ment  which  his  own  tissues  must  use. 

Other  organ  inferiorities  must  result  from  minute  birth  injuries 
(some  cases  of  epilepsy  may  possibly  be  thus  explained).  The 
child  receives  still  other  and  permanent  injuries  from  early  child¬ 
hood  diseases  from  which,  apparently,  he  fully  recovers.  (Thus 
may  some  cases  of  infantile  myxedema,  of  valvular  heart  and  kid¬ 
ney  troubles,  etc.  be  explained.)  Later,  he  suffers  also  from  his 
physical  environment :  climate ;  poor  food ;  poor  sanitary  condi¬ 
tions;  too  hard  work,  etc.  Also,  from  his  social  environment: 
neglect;  abuse;  misunderstanding;  the  ridicule  of  other  children; 
and,  especially,  the  bad  example  of  his  elders.  Still  later,  the 
American  especially  suffers  from  all  the  worrying,  fatiguing  fac¬ 
tors  which  characterize  our  civilization  (see  page  37).  The  results 
of  such  injuries,  and  especially  if  their  effects  have  been  cumulative 
through  several  generations,  may  appear  very  early  in  life  and  so 
seem  to  be  congenital ;  often  they  are  referred  to  as  “inherited.” 

Definitions. — At  once  the  importance  of  clear  definitions  of  such 
terms  as  “transmission”  and  “inheritance”  becomes  evident.  A 
family  heirloom,  as  a  tall  hall  clock,  passed  down  through  five  gen¬ 
erations,  in  popular  language  is  “inherited,”  but  certainly  not 
through  the  chromosomes.  A  short  or  tall  body  build,  red  hair, 
brown  eyes,  etc.,  may  be  inherited,  but  through  the  “genes.”  We 
propose  on  these  pages  to  use  the  term  “inheritance”  of  those 
anatomical  characters  which  are  believed  to  be  passed  down  from 
generation  to  generation  by  chromosome  mechanisms ;  and  “trans¬ 
mission”  of  those  “characters,”  as  mental  traits,  emotional  trends, 
“predispositions,”  etc.,  which  appear,  and  often  in  cumulative 
manner,  in  successive  generations  of  a  family  which  has  lived  con¬ 
tinuously  in  the  same  physical,  or  has  maintained  approximately  the 
same  cultural,  environment.  We  claim  no  scientific  authority  for 
such  usage  of  these  terms.  The  biologists  whom  we  respect  say 
that  they  cannot  criticize  it.  In  this  age  of  pseudogenetics,  how¬ 
ever,  we  believe  it  to  be  safe. 

Environmental  Factors. — Illustrations  of  the  “transmission” 
of  a  physical  defect  which  rest  on  environmental  factors  are  seen  in 
those  previously  normal  families  who  move  into,  and  then  continue 


36  Constitutional  Inferiority;  Organ  Inferiority 


to  reside  in,  very  goiterous  (iodine-poor)  regions.  Among  the 
children  of  each  succeeding  generation  appear  more  and  more  fun¬ 
damental  defects  of  thyroid  development,  until,  in  the  third  gen¬ 
eration,  some  are  true  cretins.  We  have  never  seen  a  real  cretin 
in  America,  although  cases  of  infantile  myxedema,  often  called 
such,  are  not  uncommon.  The  child  with  the  latter  condition,  pro¬ 
tected  by  the  hormones  in  his  mother’s  blood  and  milk,  is  normal 
at  birth  and  until  weaned ;  but  after  artificial  feeding  is  begun,  he 
sufifers  from  the  insufficiency  of  his  own  thyroid  gland.  The  true 
cretin  may  or  may  not  be  myxedematous,  since  after  birth  his  own 
thyroid  may  be  adequate  to  his  needs ;  he  was  permanently  injured 
during  his  fetal  development.  Possibly  another  illustration  of  this 
is  the  dark  skin  of  the  Brahmins  of  India,  an  Aryan  people  whose 
ancestors,  so  far  as  all  evidence  other  than  their  color  goes,  never 
intermarried  with  colored  races.  Their  dark  skin  may  be  the  result 
of  the  better  survival  of  those  of  their  forbears  whose  skin  was 
deeply  pigmented,  with  a  resulting  cumulation  of  this  feature 
through  many  generations.  Stockard  suggests  that  the  stunted 
growth  of  certain  pigmy  tribes  in  Africa,  which  apparently  are 
related  to  more  normal  coastal  tribes,  is  the  result,  slowly  develop¬ 
ing  through  many  generations,  of  the  unsalubrious  dense  jungles 
in  which  they  live.  Later,  we  shall  discuss  the  possibility  that 
some  of  the  severe  functional  diseases  and  unfortunate  psycho¬ 
neurotic  traits  common  in  Occidental,  but  rare  in  Oriental,  peoples 
find  their  explanation  in  cumulative  constitutional  inferiorities,  the 
result  of  the  emotional  stress  and  strain  under  which  several  gen¬ 
erations  of  their  ancestors  have  lived. 

A  trip  to  the  Orient  gives  the  physician  unusual  opportunity  to  study  sev¬ 
eral  interesting  medical  problems.  The  Far  East,  unlike  the  West,  presents 
the  equivalents  of  laboratory  demonstrations  of  disease  processes  developed 
under  remarkably  uniform  conditions.  There,  he  finds  several  different 
racial  groups,  each  numbering  from  one  hundred  thousand  to  one  hundred 
million  or  more,  each  group  controlled  by  different  religions  or  by  different 
age-old  customs,  which  have  dictated  even  the  minutest  details  of  daily, 
family  and  social  life.  In  the  hospitals  which  serve  these  groups,  he  can 
easily  observe  the  effects  of  these  factors  in  terms  of  disease. 

This  physician  soon  appreciates  the  force  of  that  generalization  of  an¬ 
thropologists,  that  Americans  are  descendants  of  predatory  peoples,  while 
the  Hindus  and  Chinese  are  excellent  examples  of  land-tied  races.  Also, 
he  can  scarcely  fail  to  suspect  that  on  this  difference  depend,  in  some  degree, 
the  differences  between  the  diseases  of  the  East  and  of  the  West. 

Predatory  peoples,  say  the  anthropologists,  inhabit  forests  and  deserts 
and  live  by  the  chase.  Their  agriculture  is  primitive  and  limited.  Since 
game  must  be  hunted  and  killed,  they  are  nomadic  and  tend  to  become  war¬ 
like.  If  the  hunting  at  hand  is  bad,  they  move  to  regions  where  it  is  better. 
If  they  find  other  peoples  already  there,  they  promptly  fight  for  possession. 
Because  of  the  exigencies  of  the  life  they  lead,  they  must  organize  them¬ 
selves  for  efficient  unity  of  action.  Ancestry  means  little  to  them.  Their 
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leader  must  be  a  man  of  proved  courage  and  skill.  If  he  is  not,  another 
soon  takes  his  place.  The  peoples  throughout  the  districts  which  they  gain 
by  conquest,  they  enslave;  which  means,  whether  they  approve  of  this  or 
not,  that  they  assimilate  them  into  their  own  group.  They  usually  demand 
uniformity  of  social  organization  throughout  the  territories  they  control. 
Since  their  hero  is  that  one  leader  who  has  proven  strongest  and  most  de¬ 
pendable  of  all,  their  religion  tends  to  be  monotheistic. 

With  land-tied  peoples  the  case  is  quite  different.  If  the  Hindus  of  India 
and  the  Chinese  have  ever  passed  through  a  predatory  period  of  social  evo¬ 
lution,  all  traces  of  it  have  long  since  disappeared.  Each  family  group  has 
lived,  generation  after  generation,  on  its  own  ancestral  acres.  The  land  be¬ 
longs  to  them,  and  they  belong  to  the  land.  Their  ancestors,  they  believe, 
also  continue  with  them  to  inhabit  the  same  parcels  of  ground :  according 
to  the  Chinese,  as  invisible  spirits  hovering  around  the  living;  according  to 
the  Hindus,  as  reincarnated  spirits  dwelling  in  the  local  animals,  birds  and 
insects.  Land-tied  peoples  may  know  of  a  much  better  country  easy  to  be 
had  and  at  no  great  distance  away,  but  in  general  they  have  preferred  to 
remain  with  their  ancestors,  no  matter  how  densely  populated  the  region 
where  they  reside  may  become.  Very  rarely  they  have  migrated,  and  when 
they  did,  the  men  took  with  them  their  wives,  their  children  and  all  their 
servants,  their  flocks  and  their  herds  and  all  their  possessions  (and  the 
Chinese,  the  ashes  of  their  ancestors  also).  They  go  as  home-seekers.  Ar¬ 
riving  at  their  destination  they  fight  only  just  enough  to  make  place  for 
themselves.  Here,  they  settle  down  in  self-contained  groups,  in  close  prox¬ 
imity  to,  but  isolated  from,  the  peoples  already  there,  content  to  live  and  to 
let  live.  Land-tied  peoples  are  in  the  main  agriculturists,  and,  therefore, 
vegetarians.  Since  the  dangers  which  they  must  face  are  not  so  much  from 
wild  beasts  or  hostile  peoples,  but,  rather,  from  the  forces  of  nature  over 
which  they  have  no  control,  such  as  floods,  droughts,  winds,  etc.,  they  be¬ 
come  polytheistic  and  exceedingly  fatalistic.  Ancestry  to  them  is  all  im¬ 
portant.  Their  rulers  hold  hereditary  offices ;  they  observe  age-old  customs ; 
their  conservatism  in  time  becomes  paralyzing  to  all  progress. 

The  American  still  is  governed  by  his  inherited  predatory  in¬ 
stincts,  although  these,  in  large  degree,  have  been  sublimated.  His 
social  structure  allows  full  place  for  individual  ambition.  Theo¬ 
retically,  each  man  may  go  as  far  commercially,  socially,  politically, 
as  he  personally  is  able.  Since  their  opportunities  practically  al¬ 
ways  are  in  excess  of  their  capabilities,  most  Americans  are  dis¬ 
satisfied,  unhappy ;  they  stress  and  strain,  with  nervous  “wear  and 
tear”  the  result. 

The  Oriental  is  quite  different.  His  society  is  so  organized  that 
there  is  little  place  for  individual  ambition.  As  his  father  and 
grandfather  were,  so,  in  general,  will  he  be.  Society  holds  him 
more  or  less  chained  to  his  inherited  sphere  in  life.  If  a  caste 
Hindu,  it  is  only  the  exceptional  man,  provided  he  remains  a  Hindu 
in  religion,  who  can  break  through  into  a  higher  caste.  Extreme 
poverty  does  much  the  same  for  the  mass  of  the  Chinese  people. 
Since  the  Oriental  feels  that  he  can  scarcely  improve  his  lot,  why 
try?  Also,  religion  makes  him  profoundly  fatalistic.  The  gods 
rule  his  dekiny.  Why  struggle  against  their  decrees  and  thus 
court  divine  displeasure  leading  to  far  greater  punishment  than 
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man  can  inflict?  Again,  the  great  majority  of  Orientals  eco¬ 
nomically  are  so  poor  that  they  exist  very  near  the  starvation  level. 
To  them  life  is  hard,  sorrowful,  monotonous,  drab,  undesirable. 
The  next  world  can  scarcely  be  worse;  it  may  be  happier — why 
worry?  And  he  doesn’t. 

In  these  paragraphs  we  are  describing  Orientals  not  yet  modified  through 
contact  with  the  West.  Our  statements  are  little  if  at  all  true  of  those  who 
have  attended  Western  universities,  or  have  adopted  Western  customs,  or 
live  in  close  contact  and  competition  with  Occidentals. 

Among  those  syndromes  common  in  the  West,  but  relatively 
rare  in  the  Orient,  and  which,  we  suspect,  in  part  at  least,  rest  on 
a  basis  of  constitutional  inferiority,  are :  exophthalmic  goiter  (page 
17)  ;  essential  arterial  hypertension  (page  130)  ;  diabetes  mellitus 
(page  23);  possibly,  angina  pectoris  (page  117);  the  allergies; 
migraine  (page  55)  ;  many  of  the  psychoneurotic  states  (page 
270)  ;  and,  possibly,  a  predisposition  to  the  psychoses  (page  405). 
Also,  one  notes  in  the  Orient  a  remarkable  infrequency  of  general 
paresis  among  extensively  syphilized  peoples ;  temperance  in  the 
use  of  alcoholic  drinks,  but,  and  in  some  regions  especially,  in¬ 
temperance  in  the  use  of  Indian  hemp  (page  201). 

Whatever  may  be  the  explanation  for  the  relative  infrequency 
of  these  diseases  in  Oriental  countries,  the  suggestion  we  make  is 
that  their  prevalence  in  America  is  in  large  part  due  to  our  cease¬ 
less  strivings,  which  lead  to  many  disappointments,  these  to  re¬ 
pressions  with  anxiety  states  the  result,  and  these,  in  turn,  to  emo¬ 
tional  hyperstimulation,  which,  if  continued,  leads  to  the  hyper¬ 
irritability  of  the  autonomic  centers  involved ;  this,  to  visceral  dys¬ 
functions  ;  and  these,  if  continued  through  several  generations,  to 
organ  inferiority,  even  with  serious  organic  diseases  the  result. 

THE  ALLERGIES 

Among  allergic  conditions  were  numbered  at  first  only  pollinosis, 
vasomotor  rhinitis  and  bronchial  asthma.  Now,  the  list3  includes 
also  non-inf ectious  hypertrophic  rhinitis  and  sinusitis,  often  with 
polyp  formation  (page  75)  ;  recurring  bronchitis  (page  95)  ;  pneu¬ 
monia  with  low  fever  (page  94)  ;  some  cases  of  massive  collapse 
of  the  lungs  (page  106)  ;  spasmodic  croup;  edema  of  the  retinae; 
80  percent  of  all  headaches,  including  migraine  (pages  90  and 
55)  ;  some  abdominal  pains,  which  often  are  associated  with  diar¬ 
rhea,  nausea  and  vomiting  (page  144)  ;  some  cases  of  gastric  and 
duodenal  ulcer  (page  147)  ;  mucous,  and  some  cases  of  ulcerative, 
colitis  (page  1 51 )  ;  non-specific  urethritis  (page  160);  irritable 
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bladder;  some  cases  of  enuresis  (page  158)  ;  essential  hematuria 
possibly;  erythema,  urticaria,  angioneurotic  edema  (page  179); 
various  dermatoses,  as  infantile  eczema  and  psoriasis  (page  179)  ; 
even  epilepsy  (page  394).  So  much  is  claimed  for  “allergy”  that 
a  medical  periodical  devotes  itself  to  this  field.  The  so-called 
“allergic”  conditions,  especially  hayfever,  vasomotor  rhinitis,  and 
paroxysmal  bronchial  asthma,  are,  so  the  allergists  claim,  evidence 
of  a  specific  hypersensitiveness  on  the  part  of  persons  subject  to 
them  to  certain  proteids,  and  also  that  there  is  evidence  of  the 
production  of  specific  antibodies  to  these  allergens. 

The  Term  Atopic. — The  above-mentioned  allergic  conditions, 
while  not  at  all  peculiar  to,  yet  are  very  common  complaints  of, 
psychoneurotic  patients,  and  so  deserve  our  close  study.  The  best 
example  of  an  allergic  reaction,  and  the  first  to  be  given  this  name, 
is  the  positive  v.  Pirquet  skin  test  for  tuberculosis.  Concerning 
the  nature  of  this  test  and  its  great  clinical  value,  there  is  no  ques¬ 
tion.  When  positive,  it  indicates  that  the  patient  had  previously 
developed,  as  a  part  of  immunity  production,  a  certain  degree  of 
specific  hypersensitiveness  to  the  peculiar  toxins  of  tuberculosis 
when  applied  to  the  skin.  Nevertheless,  the  toxins  used  in  these 
tests,  when  introduced  parenterally,  are  inherently  poisonous  to 
all  non-immune  human  beings  as  well  as  to  many  animals.  The 
“allergic”  reactions  which  are  the  subject  of  this  chapter,  on  the 
contrary,  are  manifested  by  only  about  seven  percent  of  all  per¬ 
sons,  and  the  substances  which  serve  as  their  stimuli  are  not  at 
all,  or  at  least  not  in  the  doses  usually  received,  toxic  to  most  indi¬ 
viduals.  Therefore,  for  these  reactions,  the  term  “atopic”  (“mis¬ 
placed”)  has  been  suggested  as  more  suitable  than  “allergic,”  but, 
unfortunately,  is  seldom  used.  “Allergy,”  as  used  of  these  atopic 
reactions,  is  defined  by  some  as  a  pathological  sensitiveness  of  the 
body  tissues  to  substances  harmless  to  the  majority  of  persons ;  as 
an  altered  reaction  to  a  foreign  proteid;  as  a  “specific  response” 
by  the  tissues  of  the  body  to  a  variety  of  substances  to  which  only 
a  few  persons  are  “hypersensitive”;  as  a  “disease  of  hypersen¬ 
sitiveness”  in  the  human  being,  and  one  akin  to  anaphylaxis,  a 
related  condition,  which  is  hypersensitiveness  experimentally  pro¬ 
duced  in  lower  animals.4 

Concerning  the  alleged  specificity  of  these  atopic  reactions, 
it  may  be  said  that  an  “allergic”  person  is  usually  sensitive,  not 
to  one,  but  to  many,  proteids,  provided  the  dosage  be  sufficient; 
also,  that  the  evidence  in  favor  of  antibody  activity,  claimed  to 
have  been  demonstrated  in  a  few  hayfever  patients,  is  not  convinc¬ 
ing  for  other  forms  of  allergy.  Certain  allergists  admit  that  the 
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serological  tests  used  in  their  cases  are  by  no  means  always  posi¬ 
tive  ;  that,  when  they  are,  they  are  not  as  sharply  specific  as  in  the 
infections ;  that  the  reactions  obtained  bear  little  or  no  quantitative 
relation  to  the  symptoms  present ;  and,  finally,  that  while  the  elimi¬ 
nation  of  the  “allergen”  (a  pollen  or  a  food)  to  which  a  patient 
would  seem  to  be  sensitive  may  be  followed  by  the  cessation  of  his 
so-called  “allergic”  attacks,  yet  this  is  true  probably  of  fewer  than 
one  percent  of  the  cases  which  this  theory  proposes  to  explain. 
Again,  the  success  of  prophylactic  vaccine  therapy  does  not  lend 
much  support  to  the  allergic  theory,  for  clinically  the  “immuniza¬ 
tion”  of  the  persons  thus  treated  is  only  fairly  satisfactory,  and 
the  results  obtained  are  not  particularly  specific.  Also,  in  this 
treatment  non-specific  proteids  would  seem  to  be  just  about  as 
satisfactory  as  are  “specific  antigens.”  “Allergy”  is  a  truly  dan¬ 
gerous  semaphore  word  (see  page  299),  far  too  attractive,  and  the 
arguments  presented  in  its  support  are  too  much  “by  analogy” 
with  the  findings  of  accurate  serology.  And,  finally,  one  hesitates 
to  grant,  as  some  allergists  ask  us  to  do,  that  sunlight,  hot  and 
cold  water,  etc.,  applied  to  the  skin,  can  by  the  same  mechanisms 
produce  reactions  similar  in  kind  to  hay  fever.  Nevertheless,  the 
clinical  phenomena  thus  labeled  are  evidences  of  very  real,  some¬ 
times  serious,  and  even  fatal,  conditions.  “Allergic”  reactions 
when  they  occur  following  serious  illnesses  sometimes  give  the 
attending  physician  a  real  fright. 

Mrs.  L.,  thirty-eight  years  old  and  one  who  for  years  had  been  subject 
to  severe  migraine  headaches,  during  her  convalescence  from  a  serious  septi¬ 
cemia  (hemoculture  on  three  occasions  revealed  Streptococcus  hemolyticus) 
suffered,  after  the  blood  cultures  were  negative,  several  acute  exacerbations 
of  fever  (as  high  as  103°),  with  rapid  pulse  (it  rose  to  from  no  to  140) 
and  great  prostration.  Each  cleared  up  within  twelve  hours,  however,  and 
her  final  cure  was  complete. 

However  one  may  explain  these  “allergic  reactions,”  he  must,  at 
least,  admit  that  they  involve  several  important  physiobiochemical 
mechanisms.  That  this  is  not  hypothetical  is  shown  by  the  severe 
reactions,  some  reported  as  fatal,  which  have  followed  the  intra- 
dermal  injections  of  simple  “allergens.”  Nevertheless,  allergic 
skin  reactions  artificially  produced  should  not  be  too  closely  identi¬ 
fied  with  the  many  clinical  syndromes  also  called  “allergic.”  For 
illustration,  the  attacks  of  paroxysmal  asthma  of  some  “allergic” 
patients  can  be  perfectly  controlled  by  hypnotic  suggestion,  but  not 
the  visible  skin  tests  to  the  proteid  which  seemed  the  stimulus  of 
these  paroxysms. 

The  test  for  allergy  6  may  be  made  by  the  introduction  of  the  proteids  to 
be  tested  into  the  skin  by  the  scratch  or  intradermal  methods ;  or  they  may 
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be  instilled  into  the  conjunctival  sac.  The  intradermal  method  is  by  far  the 
most  sensitive,  in  fact  sometimes  far  too  sensitive,  since  death  is  said  to  have 
followed  a  positive  reaction.  The  mechanism  behind  such  reactions  must 
involve  far  more  than  antigens  and  antibodies ;  apparently  serious  autonomic 
imbalances  also  are  aroused. 

In  each  case  to  be  tested  by  the  scratch  method,  at  least  300  to  400  differ¬ 
ent  proteids  should  be  used.  These  tests  are  most  apt  to  be  positive  between 
the  ages  of  ten  and  thirty,  and  in  men  more  often  than  in  women.  A  posi¬ 
tive  test,  however,  is  not  to  be  considered  as  proof  that  the  proteid  which 
gave  it  is  the  one  which  causes  the  patient’s  allergic  symptoms ;  nor  a  nega¬ 
tive  test,  that  it  is  not.  Also,  and  especially  in  children,  diarrhea  and  vomit¬ 
ing  may  follow  the  ingestion  of  that  proteid  to  which  the  skin  does  not 
react. 


Prenatal  allergy,  manifested  in  the  infant  soon  after  birth  as 
“urticaria  in  response  to  cow’s  milk,”  some  would  explain  as  due 
to  hypersensitiveness  developed  in  utero  because  of  the  mother’s 

diet. 

The  treatment  of  pollinosis  (page  72)  is  the  repeated  sub¬ 
cutaneous  injection  of  extracts  of  the  pollens  to  which  the  patient 
seems  hypersensitive;  for  “food  allergies,”  the  desensitization  of 
the  “enemy”  foods.  Eggs  boiled  for  thirty  minutes  are  said  not 
to  trouble  a  person  sensitive  to  raw  eggs,  and  evaporated  milk  is 
said  to  be  safe  for  those  sensitive  to  raw  milk.  Or  the  patient, 
it  is  said,  may  be  desensitized  by  the  daily  feeding  in  ascending 
doses  of  the  foods  in  question,  beginning  with  “the  fraction  of 
one  drop  of  milk,”  “one  drop  of  white  of  egg,”  etc. ! 

Various  physical  methods  of  desensitization  also  are  in  vogue, 
as  x-ray  and  hyperthermia.  Pasteur  Vallery-Radot,  Mauric  and 
Hugo6  believe  that  the  value  of  this  last  method  is  that  “it  aids 
in  the  production  of,  but  itself  does  not  produce,  the  desensi¬ 
tization.” 

Bacterial  Allergies. — In  addition  to  the  “allergic”  responses  of 
body  tissues  to  substances  introduced  from  without,  are  others, 
which  are  attributed  to  the  toxins  of  germs  which  already  are 
growing  within  the  body,  as  in  cases  of  nasal  sinusitis,  chronic 
bronchitis,  infection  of  the  mediastinal  lymph  nodes,  etc.  The  cor¬ 
rectness  of  this  theory,  however,  many  challenge  (see  page  43). 

In  addition  to  the  above-mentioned  conditions,  the  allergists 
consider  as  allergic  certain  reactions  which  follow  the  inhalation 
of  certain  dusts,  including  those  peculiar  to  the  industries  (see  page 
97)  ;  those  which  follow  the  administration  of  certain  medicines : 
as  iodine  applied  externally;  if  taken  by  mouth,  the  coal-tar  de¬ 
rivatives  (phenacetin,  antipyrine,  etc.),  aspirin,  luminal  and  related 
drugs,  amidopyrine ;  the  opiates,  including  codeine,  the  bromides, 
mercury  and  copaiba;  and  if  intravenously,  certain  arsenicals,  as 
salvarsan. 
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Physical  Allergies. — The  stumbling  block  of  the  allergic  doc¬ 
trine,  however,  is  presented  by  the  so-called  physical  allergic 
reactions  described  by  Duke,7  which  follow  the  application  to 
the  skin  or  mucous  membranes  of  light,  heat,  cold,  and  other 
mechanical  irritations.  Such  agencies,  it  is  claimed,  can  in  some 
persons  produce  reactions  (erythema,  urticaria,  edema,  coryza, 
asthma,  etc.)  which  are  almost,  if  not  quite,  identical  with  those 
which  in  other  patients  follow  exposure  to  the  pollens  and  foods 
to  which  they  are  “hypersensitive.”  It  is  claimed  that  the  patient 
is  hypersensitive  to  but  one  of  these  physical  agencies  at  a  time, 
and  that  the  reactions  they  produce  may  develop  at  once,  or  be 
delayed.  Duke  recognizes  two  types  of  physical  allergy :  the  con¬ 
stant,  which  is  a  purely  local  reaction  at  the  point  of  stimulation ; 
and  the  reflex,  with,  in  addition  to  the  local  manifestation,  others 
more  general.  These  latter,  when  the  results  of  heat  and  cold, 
Duke  explains  by  assuming  an  instability  of  the  heat-regulating 
mechanism  of  body,  similar  to  that  which  often  follows  imme¬ 
diately  after  any  one  of  the  acute  febrile  diseases. 

As  an  illustration  of  heat  allergy,  a  patient  was  described  whose  face  be¬ 
came  slightly  edematous  and  whose  extremities  at  once  became  red,  follow¬ 
ing  the  dipping  of  the  hands  into  warm  water.  The  treatment  of  such  a  case 
is  the  repeated  application  of  heat,  as  by  diathermy.8  As  an  illustration  of 
the  reaction  to  cold,  Bray9  reported  a  case  of  a  patient  whose  hands,  ten 
minutes  after  he  had  dipped  them  into  cold  water,  swelled  to  twice  their 
normal  size,  and  became  red,  brawny,  and  painfully  itchy.  This  was  fol¬ 
lowed  by  an  irritating  cough  and  cold  in  his  head.  This  patient  improved 
under  histamine  injections.  Other  patients  “auto-desensitize”  themselves  by 
repeated  baths,  each  a  little  colder  and  longer  than  the  preceding. 

Among  the  more  complicated  syndromes  ascribed  to  physical 
allergy,  Duke  mentions  heat  prostration,  non-infectious  coryza, 
asthma,  urticaria,  and  certain  dermatoses,  provided  for  these  con¬ 
ditions  no  other  cause  can  be  found.  Lewis’  effort  syndrome  (see 
page  126),  says  Duke,10  frequently  is  duplicated  by  physical  allergy 
with  heat  the  stimulus.  Related  to  the  latter  is  the  problem  of 
acclimatization,  which  produces  a  syndrome  often  termed  “neu¬ 
rasthenia  of  the  tropics.”  Duke  grants,  however,  that  “allergy” 
may  be  only  one  factor  in  these  cases ;  that  some  anatomical  lesion 
also  may  aid  in  the  production  of  the  allergic  syndrome.  Other 
writers  think  that  the  above-described  physical  reactions  may  be 
caused  by  foods  to  which  the  patients  are  allergic;  others,  that 
they  are  histamine  reactions ;  still  others,  however,  deny  that  these 
conditions  are  at  all  related  to  “allergy.” 
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ALLERGY  THEORIES 

The  entire  allergic  theory  recently  has  been  frequently  chal¬ 
lenged.  Carmody  and  Greene,11  for  example,  explain  its  re¬ 
actions  on  the  basis  of  simple  proteid  poisoning.  They  find  that 
while  the  nasal  mucosa  normally  is  resistant  to,  and  is  nonfiltra- 
ble  to,  proteids,  yet  when,  as  the  result  of  infection,  it  has  be¬ 
come  hypertrophied  and  spongy,  these  substances  penetrate  it 
easily.  In  this  mucous  membrane,  they  say,  these  proteids,  or  the 
products  of  their  faulty  metabolism,  make  these  tissues  dropsical 
and  threaded  by  dilated  unstable  capillaries ;  and  that  these  sub¬ 
stances  absorbed  into  the  blood  stream  call  forth  in  various  organs 
of  the  body  still  more  general  reactions,  also  called  allergic.  In 
this  way,  they  and  others  would  explain  the  urticarial  lesions  on 
the  skin ;  the  large  but  not  infected  tonsils ;  the  huge  adenoids ;  the 
hypertrophied  and  polypoid  nasal  mucosa;  the  swollen  bronchial 
mucosa  in  asthma;  edematous  areas,  which  in  the  brain  may  ex¬ 
plain  epileptic  convulsion,  and,  in  the  stomach,  gastric  ulcer,  etc. 
This  theory,  however,  scarcely  explains  those  cases  which  begin 
in  early  childhood. 

Other  writers,  and  to  us  this  work  seems  most  important,  find 
that  the  mucous  membranes  and  subcutaneous  tissues  of  the  so- 
called  allergic  patients  absorb  pollens  and  preparations  made  from 
them  much  more  slowly  than  normal,12  and  suggest  some  local 
tissue  abnormality  (inferiority)  as  basis  of  the  so-called  allergic 
states.  Culpin,  in  turn,  when  explaining  clinical  allergies,  stresses 
the  psychic  element.  The  physiological  irritant,  he  suggests,  may 
on  some  previous  occasion  have  become  so  linked  up  with  an 
emotional  stimulus  that,  later,  the  former  alone  may  serve  as 
adequate  stimulus — perhaps  entirely  upon  the  physiological  level, 
or  on  a  higher  level  and  in  association  with  unconscious  mental 
processes.  Such  a  theory  would  account  both  for  the  large  num¬ 
ber  of  possible  stimulants  of  allergic  conditions  and  also  for  their 
variability  within  the  limits  of  a  single  case.  He  suggests  that 
possibly  there  always  is  only  one  essential  biochemical  process  in¬ 
volved,  and  cites  recent  work  which  suggests  that  in  the  mechan¬ 
ism  of  asthma  and  in  the  production  of  hyperemic  skin  reactions 
the  presence  of  histamine  plays  an  important  role.  In  the  allergies, 
therefore,  one  has  only  to  assume  that  the  production  of  histamine 
is  influenced  by  emotional  states. 

The  problem  of  “allergy”  is  indeed  a  very  complex  one.  The 
patient  “sensitive  to  roses”  who  had  a  violent  attack  of  hay  fever 
following  exposure  to  a  very  natural-looking  wax  rose  (Macken- 
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zie),  the  man  who  had  an  attack  of  asthma  whenever  he  saw  the 
picture  of  a  melon  (Culpin),  and  the  patient  whom  we  watched 
as  he  developed  hay  fever  after  exposure  to  flowers  which  he 
mistook  for  others  to  which  he  was  hypersensitive,  certainly  were 
not  “merely  neurotic”  or  “hysterical.”  These  attacks  of  theirs 
were  as  genuine  as  were  those  induced  directly  by  the  pollens  to 
which  they  were  “specifically  hypersensitive.”  Nevertheless,  most 
allergic  patients  are  far  too  sensitive  to  far  too  many  substances 
for  “specific  allergy”  to  be  a  reasonable  explanation.  In  some,  a 
psychic  element  may  be  involved  which  may  be  brought  to  the 
surface  by  psychoanalysis;  in  all  of  the  others,  such  an  element 
may  be  present,  but  at  a  lower  level.  Autonomic  imbalances  clearly 
are  involved ;  conditioned  reflexes  would  seem  important ;  organ 
inferiority,  in  some  cases,  has  been  proved.  Antibody  production 
possibly,  as  some  claim,  has  a  part  in  the  production  of  some  atopic 
reactions,  but  since  autonomic  imbalances  are  involved  in  the  pro¬ 
duction  of  the  proved  specific  immunities  to  bacterial  toxins 
(Kuntz),  the  whole  problem  still  remains  in  the  same  field  to 
which  the  psychoneuroses  belong. 

In  favor  of  the  opinion  that  allergic  reactions  rest  on  a  basis 
of  constitutional  inferiority  are:  first,  the  common  observation 
that  certain  of  the  so-called  allergic  syndromes  (as  migraine  or 
epilepsy)  appear  early  in  cases  of  brain  tumor  and  disappear  as 
soon  as  the  organic  lesion  begins  to  present  its  characteristic  symp¬ 
toms  ;  second,  that  the  only  evidence  usually  given  in  favor  of  the 
much-stressed  “inheritable  element”  present  in  the  so-called  “al¬ 
lergic  conditions,”  is  the  history  that  ancestors  or  relatives  of  the 
patient  in  question  had  suffered  from  any  one  of  the  several  so- 
called  allergies,  which  would  very  likely  be  the  case,  also  were 
allergy  based  on  transmitted  organ  inferiority;  third,  the  patient 
with  any  one  of  the  long  list  of  allergic  conditions  usually  suffers 
from  one  or  more  of  the  others  also;  and,  fourth,  that  all  of  the 
so-called  allergic  conditions  occur  with  especial  frequency  in  con¬ 
nection  with  the  psychoneuroses,  which  we  shall  try  to  show  are 
expressions  of  defective  personality  development,  usually  based 
on  organ  inferiority.  Atopic  reactions  are  exceedingly  interesting 
to  the  physician  as  well  as  to  the  biochemist,  physiologist,  anthro¬ 
pologist  and  sociologist.  Indeed,  many  difficult  problems  of  medi¬ 
cine  may  possibly  be  solved  when  we  shall  have  arrived  at  a  better 
understanding  of  “allergy.” 

Nineteenth  century  American  civilization,  individualistic  in  pat¬ 
tern,  largely  industrial  in  type,  and  intensely  competitive,  evidently 
has  produced  changes  in  the  nervous  as  well  as  other  systems  of 
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the  body  which  are  not  all  desirable.  For  the  actual  mental  and 
physical  work  involved  in  our  hard  struggle  for  existence,  our 
organs  would  seem  more  than  adequate;  but  when  this  struggle 
involves  tense  emotional  elements :  rush,  worry,  anxious  striving, 
repressions,  etc.,  all  of  them  potential  psychic  traumata,  person¬ 
ality  problems  arise ;  disturbed  autonomic  reflexes  become  habitual ; 
organ  dysfunctions  develop ;  constitutional  inferiority  results ;  and 
this,  cumulative  through  several  generations,  may  account  for  the 
wide  prevalence  of  many  maladies  too  common  in  the  Occident. 
Small  groups  of  persons  in  each  Oriental  country,  and  the  Japanese 
as  a  race,  have  felt  the  stimulating  influences  of  the  West,  and 
to-day  they  also  enjoy  our  industrial,  social  and  economic  blessings. 
Unfortunately,  however,  in  direct  proportion  as  they  do  appro¬ 
priate  these,  do  they  also  seem  to  suffer  from  the  same  functional 
and  organic  maladies  as  we.  The  evidence  of  this,  while  not  yet 
statistical,  is  to  us  satisfactory. 

In  conclusion,  we  would  not  for  one  moment  deny  the  immense 
advantages  which  our  inherited  predatory  instincts  have  been  to 
us.  They  may  be  our  greatest  national  heritage ;  the  secret  of  our 
rapid  progress.  Nevertheless,  their  better  control  and  more  com¬ 
plete  sublimation  is  to-day  a  national  problem.  This  achieved 
through  better  mental  hygiene,  we  should  be  able  to  advance,  per¬ 
haps  not  as  rapidly  as  in  the  past,  but  at  least  with  much  less 
injury  to  our  physical  and  mental  health. 

Of  course  it  is  possible  that  in  the  above  discussion  we  may 
have  belittled  other  and  important  reasons  for  the  production  of 
inferiority  states,  as  chronic  focal  infections  of  years’  duration, 
which  many  stress,  and  which  certainly  must  exert  a  damaging  in¬ 
fluence  on  nerve  centers,  and  yet  these  are  even  more  common 
among  Orientals  of  the  same  age  groups  than  among  Americans. 
It  probably  is  true  also  that  many  so-called  psychogenic  visceral 
dysfunctions  actually  are  anatomic  in  origin,  for  autopsy  frequently 
reveals  the  lesions  of  healed  tuberculous  peritonitis  and  of  other 
diseases  previously  unsuspected 13  along  the  gastro-intestinal  tract 
and  in  the  retroperitoneal  space.  The  Orientals,  however,  suffer 
an  even  greater  morbidity  from  the  acute  infectious  diseases  than 
do  Western  peoples,  and  therefore  those  of  the  same  age  groups 
should  suffer  even  more  often  from  such  healed  lesions  than  do  we. 

In  the  following  eleven  chapters  we  shall  consider  each  anatom¬ 
ical  system  of  the  body  separately,  mentioning  the  contributions 
which  each  may  make  in  the  production  of,  and  to  the  symptoma¬ 
tology  of,  the  psychoneurotic  syndromes. 
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CHAPTER  VI 


THE  EYE 

The  eye  is  an  organ  of  particular  interest  to  the  internist.  Many 
of  its  disturbances,  as  conjunctivitis  and  iritis,  are  manifestations 
of  more  general  troubles ;  its  fundus  is  the  mirror  onto  which 
many  a  systemic  disease  (as  nephritis,  leukemia,  cerebral  arterio¬ 
sclerosis,  etc.)  throws  its  shadow;  in  Basedow’s  disease,  it  pro¬ 
vides  some  of  the  evidences  of  a  hormone  disturbance;  kerato¬ 
malacia  is  evidence  of  a  vitamine  deficiency ;  its  dysfunctions  fre¬ 
quently  are  reflexly  produced ;  its  errors  in  refraction  and  muscular 
imbalances  entirely  explain  many  headaches,  are  important  in  deter¬ 
mining  the  incidence  of  others,  as  in  some  cases  of  migraine,  and 
determine  some  unfortunate  personality  traits  both  of  children 
and  of  adults;  the  sensory  nerves  of  the  eyes  and  their  adnexa 
have  many  direct  and  indirect  connections  with  others  of  the 
cranial  nerves,  and  so,  reflexly,  contribute  to  many  nervous  syn¬ 
dromes  ;  and,  finally,  many  ocular  symptoms  are  definitely  psycho¬ 
genic. 

The  discovery  of  an  abnormality  in  the  shape,  size,  or  reaction 
of  the  pupil  often  warns  the  physician  not  to  pronounce  as  merely 
psychoneurotic  early  cases  of  tabes  dorsalis  and  general  paresis 
(page  173). 

Some  normal  persons,  however,  have  unequal  pupils,  while  the  Argyll- 
Robertson  pupil  is  occasionally  seen  also  in  epidemic  encephalitis,  multiple 
sclerosis,  syringomyelia,  tumors  of  the  corpora  quadrigemina,  and  chronic 
alcoholism.1 

Signs. — A  marked  Dalrymple’s  sign  (tonic  retraction  of  the 
upper  lids,  often  wrongly  interpreted  as  exophthalmos)  with 
tachycardia,  when  alone,  may  suggest  an  anxiety  state  the  result 
of  psychical  trauma  (page  20).  This  “wide-open  eye”  may  be 
unilateral ;  if  bilateral,  it  may  be  unequal.  The  same  mechanism 
which  explains  a  positive  Dalrymple’s  sign  causes  also  hyperten¬ 
sion  of  the  obicularis  muscle,  difficulty  in  everting  the  lids,  infre¬ 
quent  winking,  tremor  on  closing  the  eyes,  and,  secondarily,  photo¬ 
phobia,  lachrymation,  and  conjunctivitis.  Exophthalmos  associated 
with  positive  v.  Graefe’s,  Dalrymple’s,  Moebius’  and  Stellwag’s 
signs  are  present  not  only  in  Basedow’s  disease,  but  sometimes  in 
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the  psychoneuroses,  hysteria  especially,  chronic  nephritis,  essential 
arterial  hypertension,  chronic  atrophic  arthritis  (page  180),  Park¬ 
inson’s  disease,  postencephalitic  conditions,  epilepsy,  pulmonary 
tuberculosis,  duodenal  ulcer,  primary  familial  muscular  atrophy, 
and  paroxysmal  auricular  fibrillation.  Following  thyroidectomy  for 
atypical  “toxic  goiter,”  an  exophthalmos,  absent  or  slight  before, 
may  slowly  develop,  not  because  of  a  return  of  the  hyperthy¬ 
roidism,  but  due  more  often  to  developing  hypothyroidism.2 

Allergic  conjunctivitis  usually  plays  a  prominent  role  in  hay 
fever  and  sometimes  is  its  only  symptom  (page  71).  Because  of 
the  close  relation  of  the  optic  nerves  to  the  nasal  sinuses,  lesions 
of  the  latter  may  disturb  vision,  or  even  cause  to  arise  a  retrobul¬ 
bar  optic  neuritis. 

Many  of  the  pains  in  and  about  the  eyes,  which  may  amount 
to  real  “headaches,”  are  definitely  related  to  the  eyestrain  incident 
to  continuous  close  eyework,  too  often  by  poor  or  artificial  light, 
which  results  from  slight  errors  of  refraction  or  slight  muscle 
imbalances.  This  is  true  of  those  nervously  very  stable,  but  much 
more  so  of  those  with  psychoneurotic  trends  who  focus  their  emo¬ 
tional  interests  on  the  function  of  vision.  In  such  cases  true 
anxiety  states  may  be  the  result.  On  the  other  hand,  the  eyes 
provide  many  a  person  with  slight  hysterical  trends  a  “psycho¬ 
logical  dugout”  into  which  he  escapes  from  distasteful  or  dreaded 
responsibilities  (page  53). 

Ocular  Headaches. — The  term  “headache,”  the  public  reserves 
for  paroxysms  of  pain  not  sharply  localized,  which  often  are 
periodic  and  appear  usually  without  evident  cause.  To  the  pains 
symptomatic  of  such  diseases  as  iritis,  glaucoma,  etc.,  they  seldom 
apply  this  term.  Nevertheless,  Ramsey  3  suggests  that  pain  pri¬ 
marily  due  to  adequate  local  causes,  may,  because  of  the  hyper¬ 
irritability  developed  in  the  nerve  centers  involved,  continue  as  a 
habit  after  the  primary  disease  has  disappeared.  He  suggests  also 
the  possibility  that  local  eye  vulnerability  (organ  inferiority)  may 
be  a  feature  of  certain  families  and  explain  certain  familial  eye 
symptoms.  The  eyes  often  give  the  first  symptoms  of  general 
exhaustion,  the  result  of  overwork,  emotional  stress,  dissipation, 
etc.  They  are,  in  fact,  good  indicators  of  the  general  health.4 
Muscular  imbalance  may  be  the  result  of  any  general  disability, 
but  also  of  endocrine  disturbances.  Weakness  of  accommodation 
convergence  may  be  a  late  sequela  of  epidemic  encephalitis.  Ocular 
muscle  hypertonicity,  including  ciliary  spasm,  is  a  common  feature 
of  hyperthyroidism,  and  explains  the  blurred  vision  of  which  so 
many  of  these  patients  complain.  Because  of  this,  about  60  per- 
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cent  of  Ruedemann’s  patients  had  had  their  glasses  changed  within 
three  months  prior  to  thyroidectomy.  In  other  cases,  ocular  muscle 
disturbances  follow  this  operation. 

That  paroxysmal  headache  may  be  associated  with  errors  in  re¬ 
fraction  alone,  there  is  no  doubt.  Michaelson  5  found  that  of  the 
patients  with  such  headaches  satisfactorily  relieved  by  correcting 
glasses,  47  percent  had  hypermyotropic  astigmatism ;  22  percent, 
myopic  astigmatism;  13  percent,  myopia;  13  percent,  presbyopia; 
and  5  percent,  hypermyopia. 

The  pains  of  ocular  headaches,  Michaelson  says,  are  of  two 
types :  some  suggest  a  low  form  of  local  protopathic  sensation ; 
others,  more  common,  are  wave-like,  stunning  pains,  difficult  to 
locate,  and  similar  to  those  of  intestinal  colic.  The  latter,  he  in¬ 
terpreted  as  viscerocutaneous  reflexes  originating  in  the  ciliary 
muscles  and  referred  to  their  skin  areas  of  reference. 

The  eyes,  like  the  heart  and  intestines,  as  Mairland  Ramsey6  stated,  are 
hollow  viscera  with  involuntary  musculature,  innervated  by  both  divisions 
of  the  autonomic  nervous  system,  and  therefore  subject  to  dysfunctions  re¬ 
sulting  from  the  imbalances  of  these  two  systems. 

Referred  ciliary  headaches  of  otherwise  normal  persons  occur 
when  the  ocular  fatigue  is  greatest,  therefore,  in  81  percent  of 
the  cases,  are  more  common  in  the  afternoon.  Muscular  ischemia 
also  may  be  the  initial  stimulus,  which  explains  some  of  those 
morning  headaches  following  sound  sleep.  In  all  ocular  cases,  the 
severity  of  headaches  depends  on  the  hyperirritability,  usually  the 
result  of  eye  overwork,  of  the  nerve  centers  involved.  Such  hyper¬ 
irritability  may  follow  also  overwork  of  all  forms,  prolonged  ill¬ 
nesses,  long  lactation,  lack  of  sleep,  mental  worries  and  sexual 
disturbances,  following  which  conditions  temporary  glasses  may 
be  of  advantage.  Ocular  headaches  have  direct  association  with 
the  sex  life.  They  begin  in  girls  between  10  and  15,  and  in  boys 
between  15  and  20,  years  of  age.  In  both  sexes  they  occur  most 
frequently  between  the  ages  of  20  and  40 ;  but  after  40,  men  suffer 
from  them  much  more  frequently  than  do  women.  In  women,  the 
majority  occur  during  menstrual  periods,  yet  this  fact  does  not 
justify  the  term  “menstrual  headaches”  (page  91),  since  this  func¬ 
tion  heightens  the  irritability  of  many  nervous  centers  to  all  afferent 
impulses,  including  those  determined  by  ocular  conditions. 

Hyperesthesia  of  the  skin  over  the  area  of  reference  of  ciliary 
reflexes  may  be  demonstrated  in  at  least  50  percent  of  the  cases 
of  ocular  headache  and  may  continue  after  the  pain  has  ceased 
(Michaelson) .  The  related  ciliary  motor  reflexes  explain  the  tonic 
contraction  of  the  corrugator  supercilii  and  frontalis  muscles,  which 
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may  develop  even  in  the  absence  of  pain.  And,  finally,  ciliary- vis¬ 
ceral  reflexes  may  involve  distant  organs :  for  illustration,  the 
heart,  causing  tachycardia ;  the  gastro-intestinal  canal,  causing  vom¬ 
iting,  flatulence  and  other  forms  of  dyspepsia,  hence  the  common 
term  “sick”  headache.  All  such  headaches  which  attend  prolonged 
close  work  and  which  are  accompanied  by  feelings  of  fatigue  and 
by  reflex  manifestations  remote  from  the  eyes,  Rutherford  8  de¬ 
scribes  under  the  title  “asthenopia.” 

Headaches  are  among  the  commonest  of  all  the  complaints  of 
psychoneurotic  patients.  Some  of  them  certainly  are  primary  re¬ 
sults  of  astigmatism,  muscle  imbalances,  etc.,  but  others  are  syn¬ 
dromes  which  the  nervous  patient  builds  up  on  the  bases  of  mild 
ocular  symptoms,  while  still  others  would  seem  to  be  purely  psycho¬ 
neurotic  and  psychotic  reactions  (page  92). 

In  the  etiology  of  many  headaches,  the  eyes  play  only  one,  but, 
nevertheless,  an  important,  role.  This  is  true  of  migraine,  a  closely 
related  syndrome.  By  proper  glasses  we  sometimes  can  relieve  or 
at  least  modify  the  headache  element  of  migraine  attacks,  without, 
however,  altering  much  their  incidence  or  their  other  features 
(page  67) .  Still  other  patients  give  a  clear  history  of  two  different 
kinds  of  headaches :  those  truly  migrainous  and  those  due  to  eye- 
strain. 

To  the  above  observations  of  specialists,  the  internist  would  add 
certain  others.  Eyestrain  9  is  in  large  degree  the  result  of  the  un¬ 
conscious  effort  necessary  either  to  obtain  clear  vision  or  to  fuse 
unlike  retinal  images.  Usually  it  results  from  slight  asymmetrical 
astigmatism,  slight  muscle  imbalance,  or  both.  In  cases  of  head¬ 
ache  due  to  these  conditions  there  often  is,  or  earlier  in  life  there 
was,  the  best  of  vision,  but  later  the  two  eyes  fail  in  “team  play.” 
That  is,  binocular  vision  is  difficult,  either  because  the  two  retinal 
images  are  unlike,  or  because  of  failure  of  the  “fusion  faculty.” 
If,  however,  marked  errors  of  refraction  or  of  muscle  imbalance 
make  clear  or  binocular  vision  impossible,  there  will  soon  be  little 
or  no  “strain,”  for  patients  with  these  do  not  struggle  to  see  clearly. 
In  all  such  cases  monocular  vision  is  soon  established  and  all  strain 
stops.  How  strenuous  is  the  struggle  for  fusion,  may  be  suspected 
from  the  drastic  means  (by  strabismus  with  ambyopia  ex  anopsia) 
which  nature  automatically  uses  to  eliminate  one  eye  when  fusion 
proves  impossible.  In  children  such  strabismus  often  is  removed  by 
proper  glasses ;  not,  however,  that  due  primarily  to  paresis  of  one 
of  the  eye  muscles  following  a  birth  injury  or  the  result  of  some 
disease  (as  meningitis)  of  childhood.  Permanent  failure  of  the 
“fusion  faculty”  is  said  to  have  followed  measles.10 
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That  headache  “runs  in  some  families”  is  a  common  observation. 
When  it  does,  the  assumption  usually  is  made  that  the  condition  is 
one  of  migraine  (page  55).  It  may  be,  but  in  many  cases  we  be¬ 
lieve  that  that  which  is  inherited  is  the  shape  of  the  eyeball,  for  it  is 
this  which  determines  errors  of  refraction,  and  this  anatomical  fea¬ 
ture  is  just  as  inheritable  as  are  the  more  easily  noticed  shapes  of 
the  eyebrows,  nose,  or  mouth. 

This  was  well  illustrated  by  a  patient  with  unusually  severe  “migraine” 
headaches  which  she  knew  had  been  a  common  family  trait  for  three  genera¬ 
tions.  Following  a  suggestion,  she  studied  her  family  portraits.  One  of  her 
grandparents  had  a  peculiar  shape  of  face,  especially  in  the  region  of  the 
eyes.  It  is  of  interest  that  in  her  family  the  headaches  and  the  above-men¬ 
tioned  anatomical  characteristic  were  invariably  associated. 

The  proper  function  of  glasses  in  such  cases  is,  primarily,  not 
to  make  vision  clearer,  but  to  make  it  cheaper  in  terms  of  strain. 
For  this  reason  we  believe  heartily  in  the  use  of  weak  lenses,  which 
often  give  months  of  relief,  and  that  the  return  of  the  headaches  is 
a  signal  for  the  reexamination  of  the  eyes.  It  is  true  that  with  the 
same  ocular  error  some  persons  suffer  not  at  all,  while  others  suffer 
greatly.  These  two  groups  may  differ,  however,  in  their  emotional 
patterns,  and  probably  more  in  the  degree  of  autonomic  hyper¬ 
irritability  which  has  developed.  It  is  no  accident  that  Americans 
are  both  a  psychoneurotic  and  a  bespectacled  race ;  that  the  more 
attention  is  paid  to  the  eyes  of  some,  the  more  they  suffer ;  also, 
that  young  American  women  who  for  the  sake  of  appearance  refuse 
to  wear  glasses  get  along  without  headaches,  even  though  because 
of  their  refraction  errors  they  “ought  to  have  severe  ones.” 

Ocular  headaches  usually  begin  at  about  eighteen  years  of  age 
when  close  eye  work  becomes  more  strenuous,  and  about  thirty 
years  later,  with  the  development  of  presbyopia,  they  either  stop 
suddenly  (Michaelson  explains  this  as  due  to  the  appearance  then 
of  mild  sensations  of  early  ocular  fatigue  which  prompts  the  patient 
to  desist  at  once  from  further  near  eye  work),  or  they  give  place  to 
headaches  of  another  type  so  different  from  the  first  (they  are  more 
neuralgic  in  character,  more  continuous,  are  associated  with  more 
marked  psychic  depression,  and  less  with  visceral  reflexes,  as  vom¬ 
iting)  that  the  patient  usually  fails  to  associate  the  two.  It  is  im¬ 
portant  in  diagnosis  that  these  patients  never  have  any  more  of 
their  “sick”  headaches  after  this  substitution  has  once  taken  place. 
In  still  other  cases,  headaches  start  at  the  period  of  presbyopia. 

Sick  headaches  which  are  the  result,  in  part  at  least,  of  eye 
strain,  have,  during  the  period  of  good  accommodation  power,  cer¬ 
tain  fairly  constant  features.  They  seldom  begin  in  the  early  morn¬ 
ing  (differing  therefore  from  most  cases  of  migraine)  ;  they  usually 
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are  worse  during  the  afternoon  (page  77)  ;  their  pains  are  accu¬ 
rately  referred  to  the  area  of  ciliary  sensory  projection,  therefore 
to  the  supraorbital  and  temporal  regions  and  often  the  scalp ;  they 
may  be  especially  severe  in  or  near  one  eye,  but  they  are  not  accu¬ 
rately  hemicranic;  they  are  very  superficial,  the  pain  feeling  as 
though  it  were  in  the  scalp  itself,  even  in  the  hair.  Eyestrain  head¬ 
aches  have  no  prodromal  symptoms,  no  auras  (page  56),  no  cor¬ 
tical  or  psychic  features,  and  no  postmigrainous  states. 

Headache  Equivalents. — Eyestrain  does  not  always  cause  pain. 
It  may,  instead,  cause  “headache  equivalents,”  the  so-called  “pain¬ 
less  headaches,”  such  as  hyperesthesia  of,  or  muscle  spasm  in,  the 
area  of  ciliary  reference,  or  a  mental  depression  which  may,  if  con¬ 
sidered  alone,  curiously  resemble  that  of  the  manic-depressive  psy¬ 
chosis.  Some  children,  for  no  particular  reason  they  can  give,  have 
crying  spells  on  returning  from  school.  Some  at  once  seek  a  dark 
room ;  one  shut  herself  in  a  dark  closet ;  another  crawled  under  the 
bed.  Such  headache  equivalents  are  most  common  while  presby¬ 
opia  is  developing. 

The  sister  and  companion  of  one  of  our  patients,  about  forty-five  years  of 
age,  who  previously  had  had  no  headaches  of  any  kind,  noticing  that  on 
close  work  she  did  not  see  as  well  as  formerly,  we  referred  to  an  oculist 
who  prescribed  glasses.  Ten  days  later  we  found  this  woman  depressed, 
weeping,  threatening  suicide,  and  yet  without  physical  pain.  For  her  this 
was  an  entirely  new  emotional  attitude.  We  sent  her  back  to  the  oculist, 
who  found  that  the  optician  had  put  the  left  lens  in  front  of  her  right  eye, 
the  right  in  front  of  her  left.  In  a  few  days  after  this  mistake  had  been 
rectified  the  woman  was  normal.  The  wrong  lenses  seemed  to  have  pro¬ 
duced  a  “painless  eyestrain.”  More  often,  however,  such  mistakes  cause  such 
local  discomfort  that  the  patient  promptly  discards  the  glasses. 

Eyestrain  may  be  the  basis  of  many  interesting  emotional  reac¬ 
tions.  Because  of  them,  some  persons  cannot  cross  a  brook  on  a 
plank  or  walk  across  a  railroad  bridge  on  the  ties.  (One  sports¬ 
man,  not  at  all  psychoneurotic,  while  hunting,  to  cross  a  ravine  on 
a  fallen  tree  crawled  on  his  hands  and  knees.)  Yet  persons  with 
this  “phobia”  can  climb  trees  as  well  as  others,  possibly  because  in 
climbing  they  use  their  hands,  thus  relying  on  their  sense  of  touch, 
while  in  walking  on  a  narrow  plank  they  must  depend  on  vision 
only.  Their  inner  mentor,  whose  language  is  the  emotions,  seems 
to  say  to  them,  “Your  vision  is  not  accurate  enough  to  guide  your 
feet ;  don’t,  therefore,  attempt  the  plank.”  This  certainly  is  a  pro¬ 
tective  as  well  as  “neurasthenic”  reaction,  but  in  one  sense  all  neu¬ 
rasthenic  reactions  theoretically  are  “protective.”  The  eyestrain 
element  also  makes  intense  the  slight  unhappiness  many  persons 
have  when  they  look  down  from  a  height;  makes  some  very  un¬ 
comfortable  in  a  room  lined  with  wall  paper  the  design  of  which 
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includes  heavy  parallel  lines ;  makes  others  drowsy  in  a  brilliantly 
lighted  room ;  increases  the  agoraphobia  of  psychasthenic  patients ; 
explains  much  of  train  and  car  sickness,  the  dreams  of  falling 
from  which  the  patient  wakes  with  a  start  that  shakes  the  bed, 
and  the  apparent  wave-like  rolling  of  the  ground  when  walking. 

One  young  woman  with  this  last  symptom  had  actually  arranged  with  a 
surgeon  for  an  exploratory  operation  for  brain  tumor.  She  was  “cured”  by 
glasses. 

Eyestrain  also  leads  some  persons  while  gazing  intently  to  tilt 
their  heads  in  order  to  make  vertical  or  horizontal  those  lines  of  the 
retinal  images  which  astigmatism  makes  unduly  intense.  Such  tilt¬ 
ing  of  the  head  often  leads  to  compensatory  curvatures  of  the  spine 
with  resulting  backache,  the  latter  sometimes  treated  as  a  neuras¬ 
thenic  symptom. 

A  girl,  sixteen  years  old,  complained  of  backache.  Before  beginning  the 
examination  the  remark  half  jokingly  was  made  to  her  mother,  “Your 
daughter  has  an  ingrowing  toenail  on  the  right  foot.”  “Yes,  she  has,”  was 
the  reply,  “but  how  did  you  know?”  Easily  enough.  The  girl,  when  she 
looked  at  us  very  intently,  because  of  her  astigmatism,  tilted  her  head  con¬ 
siderably  to  one  side.  That  meant  a  bent  spine ;  a  tilted  pelvis ;  an  apparent 
shortening  of  one  leg ;  a  toe-in  of  the  right  foot ;  an  ingrowing  nail. 

The  eyes,  including  their  muscles  and  other  adnexa,  contribute 
generously  to  psychoneurotic  syndromes.  Of  the  symptoms  of 
these  directly  incident  to  eyestrain,  Jones,11  whose  plea  is  for  the 
correction  of  even  very  slight  errors  of  refraction  and  always  under 
a  cycloplegic,  mentions  timidity,  lack  of  self-confidence,  senseless 
crying,  touchiness,  irritability  and  the  marked  fear  of  sudden  death. 
He  found  that  proper  cycloplegic  correction  sometimes  raised  to  a 
higher  plane  these  patients*  whole  course  of  life.  Unsuspected 
errors  of  refraction  of  school  children,  who,  because  they  cannot 
see  distinctly,  do  poorly  in  their  lessons,  often  determine  unfor¬ 
tunate  emotional  reactions :  the  inferiority  complex ;  a  distaste  for 
scholarship ;  truancy  and,  later,  antisocial  trends ;  or,  if  the  child 
is  thus  predisposed,  he  easily  develops  psychoneurotic  reactions. 
The  possibility  that  eyestrain  may  be  the  basis  of  anxiety  states  and 
anxiety  attacks  without  evident  cause  has  never  received  sufficient 
attention.  True,  the  eye  does  have  a  wide  margin  of  safety  so  far 
as  the  integrity  of  function  is  concerned,  yet  it  is  a  very  sensitive 
organ,  the  thresholds  of  its  sensations  are  low,  and  the  balance  of 
its  autonomic  control  (especially  that  of  its  ciliary  body)  is  easily 
disturbed  by  a  great  variety  of  influences.  Nevertheless  certain 
ophthalmologists  rightly  revise  this  process  and  explain  both  the 
ocular  symptoms  and  the  headaches  on  the  basis  of  neurotic  reac- 
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tions.7  For  many  persons  an  eye  neurosis  serves  as  as  avenue  of 
escape  from  unpleasant  situations  (e.g.,  a  student  confronted  with 
a  written  examination)  or  as  a  means  of  gaining  sympathy.  That 
the  ophthalmologist  by  his  unnecessarily  frequent  examinations 
“creates  more  neuroses  than  he  cures,”  7  also  accords  with  medical 
experience,  and  many  nervous  patients  should  be  encouraged  to  dis¬ 
regard  their  ocular  symptoms. 

The  treatment  of  eyestrain  headaches  is,  of  course,  a  proper 
pair  of  glasses.  The  general  practitioner,  however,  should  not 
merely  send  the  patient  to  an  opthalmologist,  but  should  discuss  the 
case  with  him.  Two  specialists  examining  the  same  man  for  glasses 
might  agree  exactly  as  to  his  error  of  refraction  and  degree  of 
muscle  imbalance,  but  they  might  prescribe  quite  different  lenses. 
They  certainly  would,  if  one  of  them  considered  these  errors  only, 
while  the  other  took  into  account  also  the  patient’s  general  person¬ 
ality  traits. 

Encouragement,  even  well-planned  psychotherapy,  may  be  the 
essential  treatment  in  all  cases  with  marked  psychoneurotic  reac¬ 
tions,  yet  we  have  found  it  very  hard  to  relieve  a  neurotic  person 
whose  ocular  conditions  (slight  errors  of  refraction)  are  favorable 
to  eyestrain  without  the  assistance  of  a  skillful  ophthalmologist.6 

For  the  immediate  relief  of  eyestrain  headaches,  rest  in  bed,  the 
room  dark  and  quiet,  a  liquid  diet,  a  brisk  purge,  an  ice  bag  on  the 
head,  heat  to  the  feet,  and  a  dose  of  pyramidon,  acetyl  salicylate,  or 
of  bromides  may  give  relief.  Morphine  should  never  be  used.  As 
soon  as  the  pain  has  passed,  an  ophthalmologist  should  be  consulted. 
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CHAPTER  VII 


MIGRAINE 

Migraine,  under  its  popular  title  “sick  headache,”  has  been  pro¬ 
nounced  the  most  common  of  human  ailments ;  also,  the  best  illus¬ 
tration  of  a  purely  functional  nervous  syndrome,  since  in  the  great 
majority  of  cases  it  would  seem  to  develop  against  a  background 
of  perfect  health.  To  the  internist  it  has  particular  interest,  be¬ 
cause  of  its  possible  relationships  with  the  psychoneuroses,  allergic 
conditions  (page  38),  epilepsy  (page  394),  paroxysmal  tachycardia 
(page  no),  etc.,  all  of  which,  we  feel,  rest  on  a  basis  of  constitu¬ 
tional  inferiority.  Several  of  the  above  syndromes  are  said  to  be 
“interchangeable”  with  migraine  attacks :  allergic  conditions ;  tachy¬ 
cardia  ;  epilepsy,  etc. 

Which  of  the  many  forms  of  headaches  are  to  be  classified  as 
migraine,  however,  is  the  first  problem  to  decide.  Even  classical 
migraine  attacks  do  not  constitute  a  clinical  entity,  since  some  may 
be  “idiopathic,”  while  others  are  early  symptoms  of  serious  organic 
diseases.  Also,  it  is  not  at  all  proved  that  the  idiopathic  attacks  of 
different  persons,  however  similar  they  may  appear  to  be,  have 
similar  causes ;  nor  that  all  of  those  of  the  same  patient,  whether 
they  are  alike  or  very  different,  rest  on  a  single  underlying  basis. 
Indeed  it  may  develop  that  the  term  “migraine,”  like  neurasthenia, 
has  proved  unfortunately  attractive.1 2 

Migraine  or  megrin  (corruptions  through  the  French  of  Galen's 
term  “hemicrania”)  includes,  according  to  Hoch,3  all  headaches 
which,  when  complete,  are  periodic  and  paroxysmal  (that  is,  which 
recur,  but  separated  by  periods  of  complete  freedom),  have  pro¬ 
dromal  symptoms,  are  hemicranic  although  sometimes  bilateral,  are 
accompanied  by  various  nervous  (motor,  sensory,  and  vasomotor) 
and  gastro-intestinal  disturbances  (pain,  nausea  and  often  vomit¬ 
ing),  and  which  are  followed  by  definite  postmigrainous  features. 
The  great  majority  of  so-called  migraine  attacks,  however,  are  not 
complete,  but  present  only  one  or  a  few  of  the  above  features. 
Bassoe,2  with  others,  gives,  as  the  three  cardinal  symptoms  of  mi¬ 
graine,  headache,  nausea,  and  ocular  disturbances ;  but  the  test  sug¬ 
gested  by  Critchley  and  Ferguson,4  that  temporary  psychic  features 
alone  must  always  be  present,  seems  to  us  more  helpful. 
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In  general,  attacks  of  migraine  are  paroxysmal  and  periodic. 
They  may  recur  with  a  remarkable  periodicity — daily,  weekly, 
monthly,  on  anniversaries,  etc.,  or  at  irregular  intervals.  They  be¬ 
gin  most  often  in  the  morning  (indeed,  they  may  awaken  the  pa¬ 
tient),  or  at  least  during  the  early  forenoon.  It  is  possible  that 
they  may  occur  also  during  sleep,  since  some  patients  with  definite 
migraine  also  awaken  some  mornings  feeling  dull,  prostrated,  and 
with  the  eyeballs  sore. 

The  “complete”  attack  of  migraine  is  preceded  by  one  of  a 
variety  of  prodromal  symptoms,  some  of  them  almost  pathogno¬ 
monic,  yet  usually  always  the  same  in  any  one  case.  The  pro¬ 
dromal  symptoms  may  constitute  the  entire  paroxysm  (incomplete 
attacks).  Some  prodromals  antedate  their  attacks  by  minutes,  or 
even  by  hours.  Among  the  early  prodromata  are  profound  sleep, 
boulimia,  hyperactivity,  both  mental  and  physical,  yawning  and 
many  sensory  symptoms,  as  a  general  sense  of  chilliness  (which 
may  be  unilateral).  To  this  list  some  writers  add  halitosis,  canker 
sores,  globus  hystericus  (?),  abdominal  pain;  and,  the  allergists, 
hives.  Other  prodromals  immediately  precede  the  attacks  and 
therefore,  as  in  epilepsy,  are  called  “auras.”  Among  these  are 
scintillating  scotomata,  photophobia  with  a  flow  of  tears,  gradually 
deepening  dimness  of  vision,  hemianopsia,  ptosis,  diplopia  (seen 
only  in  the  severe  cases  of  ophthalmoplegic  migraine),  strange 
sounds  (including  tinnitus),  odors,  and  tastes,  and  local  anesthesias 
(not  common). 

Of  auras,  the  visual  are  said  to  be  the  most  common  since  present 
in  from  50  to  80  percent  of  all  cases.  They  certainly  are  the  most 
conspicuous,  which  may  be  the  reason  why  they  seem  to  be  the 
most  common  since  others  might  easily  be  overlooked.  The  best 
known  visual  aura  begins  as  a  cloudy  area  (scotoma),  usually  on 
one  side  of  the  field  of  vision,  which  soon  becomes  a  spot  of  scintil¬ 
lating  light,  visible  at  first  only  when  the  eyes  are  closed,  and  which 
gradually  becomes  brighter  and  spread  out,  often  like  a  crescent. 
This  spot  of  light  (treichopsia)  presents  a  play  of  colors  in  con¬ 
stant  motion,  flashing  in  zigzag  fashion,  hence,  their  classical  name, 
“fortification  spectra.”  Or  the  blind  area  may  persist  unchanged ; 
or  the  flashing  lights  may  begin  at  once.  This  visual  aura  at  first 
usually  is  unilateral,  but  sooner  or  later  may  become  bilateral,  in 
which  case  the  two  spots  may  differ. 

After  from  five  to  twenty  minutes  the  aura  gradually  disappears 
and  the  headache  commences,  usually  above  the  eye  on  the  same 
side  as  the  aura,  often  at  one  point  in  the  parietal  region,  but  it  may 
begin  anywhere,  even  on  the  opposite  side ;  seldom,  however,  is  it 
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vertical.  It  may  remain  limited  in  its  extent,  or  it  may  spread  over 
half  the  head  exactly  to  the  midline,  and  sometimes  it  involves 
the  neck  also,  which  then  is  held  rigidly.  The  pain  may  suddenly 
shift  to  the  opposite  side,  leaving  the  former  numb;  or,  as  in  fifty 
percent  of  the  cases,  it  becomes  general,  in  which  case  it  usually 
is  more  severe  on  one  side  than  on  the  other.  A  headache  which  is 
bilateral  always  should  raise  the  suspicion  of  the  presence  of  an 
organic  lesion. 

The  pain  in  migraine  varies  in  severity  from  a  mere  feeling  of 
unreality,  a  dull  misery,  a  slight  soreness  or  heaviness,  to  a  pound¬ 
ing,  bursting,  or  vice-like  pain,  so  agonizing  that  the  patient  rolls 
on  the  floor  shrieking.  But  even  when  mild  it  is  strikingly  in¬ 
capacitating.  It  gradually  mounts  to  a  maximum  and  then  con¬ 
tinues,  either  constant  or  with  marked  exacerbations.  It  may  stop 
very  suddenly,  as  after  an  attack  of  vomiting  or  the  development 
of  complete  unconsciousness,  but  usually  it  fades  away  gradually. 

Among  the  motor  disturbances  which  not  uncommonly  accom¬ 
pany  migraine,  are  various  speech  disturbances,  as  anarthrias,  para¬ 
phrases,  and,  especially  in  the  cases  of  ophthalmoplegic  migraine, 
an  almost  pathognomonic  halting  aphasia  (the  patient  getting  the 
right  word  one  moment  but  missing  it  the  next).  These  aphasic 
disturbances  may  antedate  the  headache  or  be  coincident  with  it. 
Usually  they  last  for  a  few  minutes  only,  but  may,  for  hours. 
Other  motor  disturbances  which  involve  vision  are  diplopia  and 
ptosis,  which  may  appear  also  as  auras.  Or  the  muscular  paresis 
involves  not  alone  the  ocular  muscles  but  is  more  widespread,  caus¬ 
ing  hemiparesis  of  the  face,  paresis  of  one  arm,  leg,  or  of  the 
tongue.  Agraphia  and  cerebellar  ataxia  also  may  develop.  Para¬ 
lytic  features  are  seen  only  in  the  severe  cases  of  ophthalmoplegic 
migraine. 

Sensory  features  in  areas  cortically  determined  also  have  been 
reported.  One  of  Hoch’s  cases,3  for  illustration,  presented  dip¬ 
lopia,  numbness  of  the  right  arm,  and  the  symptoms  of  Quincke’s 
edema  of  the  brain;  another,  cutaneous  hypersensitiveness,  espe¬ 
cially  to  heat.  In  some  cases  a  neuralgia  of  the  head  accompanies 
the  attack  (migrainous  neuralgia). 

Of  the  vasomotor  features  of  migraine,  some  are  tonic,  as  pallor 
of  half  of,  or  of  the  entire,  face  (“white  migraine”),  with  cessa¬ 
tion  of  perspiration,  midriasis,  retraction  of  the  eyeballs,  contrac¬ 
tion  of  the  retinal  vessels,  a  small  pulse,  hypothermia,  coldness  of 
the  skin  and,  in  severe  attacks,  sometimes  a  localized  cyanosis  re¬ 
sembling  Raynaud’s  disease.  In  other  cases  there  is  vasodilatation 
(which  may  have  followed  a  primary  vasoconstriction)  and  other 
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features  of  vasomotor  paralysis,  causing  redness  of  half  of,  or  of 
the  entire,  face  (“red  migraine”),  dilatation  of  the  temporal  artery 
and  the  vessels  of  the  fundus,  contraction  of  the  pupils,  sweating, 
lachrymation,  etc.  Other  patients  have  photophobia,  a  full  pulse, 
an  elevated  temperature,  and,  rarely,  purpura,  and  hemorrhages 
into  the  conjunctivae,  stomach,  and  even  brain.  Certain  trophic 
disturbances  also  have  been  reported,  but  these  are  open  to  doubt. 

Among  the  secretory  disturbances  of  the  migraine  attacks  are 
lachrymation,  the  vomiting  of  frothy  mucus,  sweating,  coryza,  sali¬ 
vation,  and  liquid  diarrhea.  An  early  polyuria  is  sometimes  pres¬ 
ent,  but  this  may  be  explained  as  due  to  peripheral  vasomotor  con¬ 
striction. 

Those  symptoms  of  the  attack  which  suggest  allergy  are :  an 
eosinophilia  of  from  nine  to  sixteen  percent ;  skin  eruptions,  such 
as  eczema,  edema,  angioneurotic  edema,  erythromelalgia  and  urti¬ 
caria;  coryza;  asthma;  and  periodic  vomiting,  which  in  children 
sometimes  appears  as  an  equivalent  of  migraine. 

Severe  attacks  may  be  followed  by  definite  post-migrainous  fea¬ 
tures.  Among  these  are :  definite  euphoria,  the  patient  feeling  “too 
well,”  as  if  the  body  had  eliminated  some  impurity;  polyuria;  ex¬ 
haustion;  sleepiness;  edema  of  the  hands;  general  body  soreness. 
The  longer  attacks  are  followed  by  a  physical  and  mental  prostra¬ 
tion,  which  may  last  for  several  days.  Some  patients  suffer  one 
attack  after  another  (status  hemicranicus),  until  a  condition  of 
extreme  exhaustion  has  developed. 

Mild  psychical  disturbances  are  practically  constant  in  connection 
with  the  migraine  attack,  while  those  very  marked  are  not  uncom¬ 
mon.  Such  an  “hemicranic  dysphrenia”  may  be  due  to  the  pain 
or  may  be  hysterical,  but  most  of  them  are  features  of  the  attack 
itself.  Some  of  these  occur  during  the  prodromal  period;  some 
accompany  the  headaches ;  some  may  replace  the  headaches ;  while 
others  are  associated  phenomena.5  The  most  common  form  of 
them  is  the  temporary  mental  reduction  and  mental  sluggishness 
which  occurs  with  practically  all  attacks.  Others  are  great  mental 
distress,  associated  with  orthopnea,  which  suggests  cardiac  failure ; 
depression ;  temporary  amnesia,  even  with  fugues  (a  migraine  ele¬ 
ment  is  often  present  in  all  fugues,  and  may  be  important)  (page 
361)  ;  abnormal  behavior;  deep  stuporous  states,  present  when  the 
pain  is  very  severe;  a  marked  change  of  personality,  which  also 
may  precede  the  attack ;  phobias  of  the  inability  to  perform  certain 
acts;  hallucinations  of  sight  (phosphenes,  colored  lights,  animals) 
and  of  hearing;  and,  rarely,  true  psychoses,  as  confusional  mani¬ 
acal  states,  or  stupor  with  hallucinations,  delusions,  etc. 
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Above  we  have  described  the  severe  attacks  of  migraine.  Some 
patients  for  years  have  such  only ;  others  have  also  mild  or  incom¬ 
plete  attacks,  which,  however,  would  seem  to  have  the  same  sig¬ 
nificance  as  the  severe  ones.  Incomplete  or  abortive  attacks  are 
common  in  children;  they  are  unusual  in  adults,  and,  if  present, 
usually  are  mingled  with  more  complete  ones.  Also,  as  the  result 
of  treatment  the  major  attacks  may  be  replaced  by  minor  ones. 
The  most  common  form  of  abortive  attack  begins  with  chilliness, 
perhaps  with  pinched  face  and  cold  extremities,  which  soon  is  fol¬ 
lowed  by  a  scotoma,  this  at  once  by  a  wretched,  depressed,  appre¬ 
hensive  state,  but  free  from  pain,  and  end  in  a  definite  feeling  of 
relief.  Scintillating  scotomata  may  appear  alone  and  suffice  for 
diagnosis,  but  the  other  prodromal  symptoms  usually  are  followed 
by  a  sense  of  heaviness,  misery,  or  depression.  Some  patients 
assert  that  an  attack  may  consist  of  headache  only,  but  careful  in¬ 
quiry  will  usually  discover  that  it  was  preceded  by  some  sort  of 
prodromal  symptom.  Vomiting  alone  may  constitute  the  entire 
attack  of  children  and,  temporarily,  of  some  pregnant  women  also. 

While,  as  the  above  lists  show,  a  great  variety  of  features  may 
enter  into  migraine  attacks,  they  tend  to  appear  in  definite  combina¬ 
tions.  Several  types  of  migraine,4  therefore,  are  recognized, 
which,  however,  are  not  very  definite,  and  the  same  patient  may,  at 
different  periods  of  his  life,  present  several  of  them.  Nevertheless, 
the  recognition  of  a  few  types  is  of  importance,  as  suggesting  the 
possible  presence  of  an  organic  lesion  (e.g.,  the  ophthalmic  type  of 
Charcot),  or  because  of  the  danger  of  mistakes  in  diagnosis  (e.g., 
the  bilious,  abdominal  and  the  epileptic  types),  or  as  emphasizing 
the  probable  stimuli  of  the  attacks  (as  the  menstrual  and  the  eye- 
strain  types). 

The  bilious  type,  the  so-called  sick  headache,  is  seen  most  often 
in  young  adults.  In  attacks  of  this,  the  visual  manifestations  may 
be  slight  or  even  fail;  the  headache  may  not  be  severe;  but  the 
vomiting  is  incessant.  Such  attacks  may  last  for  several  days,  leav¬ 
ing  the  patient  very  weak.  This  type  merges  into  the  abdominal 
type,  with  vomiting  the  chief  feature.  While  this  last  type  is  seen 
in  children  especially,  yet  adults  also  may  have  similar  cases  with 
severe  abdominal  colicky  pains  which  suggest  tabetic  crises,  or  gall 
!  stones,  and  so  lead  to  unnecessary  laparotomies.6  7  In  these  cases, 

!  however,  there  usually  is  some  headache  also. 

That  attacks  of  paroxysmal  tachycardia  may  accompany  mi¬ 
graine  headaches,  or  may  alternate  with  them,  or  later  may  entirely 
replace  them,  or  may  occur  alone  as  “migraine  equivalents,”  was 
suspected  early,  definitely  stated  by  Thomas  and  Post,8  and  empha- 
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sized  recently  by  Critchley  and  Ferguson.4  Some  attacks  start  as 
a  typical  hemicrania  and  end  as  a  tachycardia. 

In  some  cases  the  ocular  manifestations  of  migraine  are  so  prom¬ 
inent  that  a  separate  ocular  group  has  been  recognized.  These 
attacks  begin  with  flashing  lights,  scotomata,  or  hemianopsia,  which 
may  persist  during  the  later  appearing  headache.  The  latter,  how¬ 
ever,  sometimes  fails.  The  above  visual  aura  often  are  associated 
with  muscular  paralyses,  illusory  distortions  of  vision  (movement 
or  obliquity  of  images,  magalopsia,  micropsia,  etc.),  pain  in  the 
eyeballs,  and  vertigo.  In  some  attacks,  slight  eye  palsies  and  tran¬ 
sitory  ptosis  occur  alone. 

To  those  attacks  of  this  type  with  a  paresis  or  paralysis  of  one 
or  more  of  the  eye  muscles,  Charcot  gave  the  name  “ophthalmo¬ 
plegic  migraine.”  In  these  cases  the  muscles  innervated  by  the 
third  nerve  especially  are  involved,  causing  ptosis,  diplopia,  etc., 
which  often  are  associated  with  sensory  disturbances  in  the  area  of 
distribution  of  the  superior  branch  of  the  trigeminus.  The  ophthal¬ 
moplegia  may  be  complete,  the  pupils  unequal,  while  hemianopsia 
and  even  hemiplegia  have  been  reported.  Such  attacks  usually  are 
severe  and  are  accompanied  by  nausea  and  vomiting.  Charcot  con¬ 
sidered  this  to  be  a  distinct  form  of  migraine,  which  one  suggests 
the  presence  of  an  organic  brain;  but  most  recent  writers  do  not 
separate  these  cases  from  the  general  group,  provided  the  neuro¬ 
logical  features  appear  only  with  the  attacks  and  disappear  with 
them.  Later,  however,  the  ocular  paralyses  may  last  for  several 
days  after  the  headache  has  ceased,  and,  still  later,  they  may  become 
permanent.  Bassoe,  therefore,  hesitates  to  include  in  the  pure 
migraine  group  those  cases  with  muscular  paralyses,  since  in  an 
increasing  number  of  them  intracranial  lesions  are  found  at  autopsy 
(page  65).  Nevertheless,  many  of  such  cases  remain  “functional.” 
Some  individuals  have  well-marked  ocular  muscular  paralyses  dur¬ 
ing  their  attacks  of  youth,  but  not  with  those  of  their  later  years ; 
in  others,  they  occur  only  in  those  of  later  life ;  in  still  others,  they 
appear  only  with  the  very  severe  attacks,  but  not  with  the  milder 
ones. 

One  patient,  a  nurse  in  training,  had  frequent  and  particularly  severe  at¬ 
tacks  of  hemicrania,  characterized  by  complete  unilateral  ophthalmoplegia 
and  marked  temporary  mental  reduction.  She  was  relieved  somewhat,  that 
is,  her  attacks  were  lessened  in  severity,  by  glasses.  Twenty  years  later,  she 
still  had  these  same  attacks,  only  less  frequently. 

Quincke’s  cerebral  edema  type  would  seem  related  to  this 
group.  In  cases  of  this,  there  is  headache  associated  with  one  or 
several  of  the  following  features :  slow  pulse,  oculomotor  paralysis 
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(causing  diplopia),  weakness  of  one  side  of  the  face,  deviation  of 
the  tongue,  deafness,  mental  confusion,  and  unconsciousness. 

The  epileptic  type  of  migraine  has  received  particularly  close 
study.  The  attacks  of  this  are  characterized  by  an  aura,  sudden 
vertigo,  and  always  (and  this  is  the  essential  element)  by  complete 
unconsciousness  with  or  without  convulsive  movements.  Just  when 
the  unconsciousness  becomes  complete,  the  attack  comes  to  an 
abrupt  end.  Such  attacks  may  alternate  with  others  more  typical 
of  migraine.  Cases  of  the  cerebellar  type  present  a  very  sug¬ 
gestive  ataxia.  Those  of  the  psychopathic  type  may  present 
merely  a  feeling  of  sudden,  unaccountable  anxiety,  or,  accompany¬ 
ing  or  following  this,  the  more  conspicuous  psychic  features  men¬ 
tioned  on  page  58;  those  of  the  Meniere  (vestibular)  type  may 
consist  of  giddiness  or  vertigo  only,  or  headache,  severe  vertigo, 
vomiting,  etc. 

The  term  migraine  equivalents  is  applied  to  some  incomplete 
attacks  of  migraine,  the  features  of  which  may  be :  brief  spells  of 
mental  confusion;  giddiness;  nausea;  paroxysmal  tachycardia 
(page  no)  ;  a  painful  sense  of  discomfort;  glossal  spasms;  transi¬ 
tory  psychoses,  as  depression,  etc.  Common  to  all  such  episodes 
are  the  facts  that  they  are  nonprogressive,  and  that  between  them 
the  patient  is  normal. 

Migraine  attacks  often  differ  at  different  periods  of  life. 
Those  of  children  usually  are  very  simple  syndromes,  as  periodic 
vomiting  with  abdominal  pain,  which  often  are  misinterpreted  as 
allergic  in  character  or  are  diagnosed  as  appendicitis,  etc.  In  one 
such  case  reported  there  was  dribbling  of  urine  between  attacks. 
At  puberty,  the  attacks  tend  to  become  more  complex,  and  still 
more  so  during  adult  life.  The  headache  may  not  add  itself  to  the 
migraine  syndrome  until  adolescence,  with  its  close  school  eye 
work.  The  focal  cerebral  features,  the  psychotic  features,  and 
those  suggesting  the  presence  of  an  organic  lesion  as  cause  (which 
indeed  sometimes  proves  to  be  present),  belong  to  adult  life. 

After  middle  age,  and  in  women  especially,  the  attacks  of  many 
patients  gradually  lose  many  of  their  distinctive  features,  become 
less  periodic,  the  vomiting  ceases,  and  the  pain  becomes  less  severe. 
This  suggests  that  in  them  presbyopia  may  be  an  important  factor 
(page  51).  Other  changes  in  the  character  of  the  attacks  would 
seem  to  depend  on  experiences  which  the  patient  has  suffered,  as 
in  the  case  reported  on  page  67,  all  of  whose  attacks  following  an 
abdominal  operation  were  of  the  gastro-intestinal  type. 

Symptomatic  Migraine. — On  previous  pages  (55)  we  have 
suggested  the  possibility  that,  in  one  sense  of  the  term,  all  cases  of 
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migraine  are  symptomatic,  that  is,  that  they  are  evidence  of  organ 
inferiorities.  In  some  cases,  however,  and  especially  in  those  which 
start  in  adult  life,  migraine  attacks  classic  in  character  are  symp¬ 
tomatic  of  more  serious  organic  lesions  :  progressive  paralysis ;  cere¬ 
bral  tumor  (this  is  true  especially  of  children),  trauma,  aneurysm, 
and  edema ;  hydrocephalus ;  encephalitis  epidemica ;  arterioscler¬ 
osis  ;  meningitis ;  gout ;  malaria ;  contracted  kidney,  with  or  without 
uremia.  Frequently,  migraine  attacks  are  early  symptoms  of  tabes 
and  of  general  paresis.  Indeed,  a  migraine  which  begins  in  adult 
life  should  always  suggest  the  presence  of  an  organic  disease.  The 
attacks  of  symptomatic  migraine  differ  in  no  ways  from  the  idio¬ 
pathic.  In  fact,  many  cases  at  first  considered  idiopathic  must 
later  be  put  in  the  organic  group.  This  is  especially  true  of  those 
due  to  brain  tumors,  which,  like  idiopathic  migraine,  often  begin 
in  childhood. 

A  type  of  duodenal  migraine,  sometimes  severe,  has  been  re¬ 
ported,  the  attacks  of  which  are  determined  by  duodenal  bands 
which  allow  distention  of  this  part  of  the  intestinal  canal.  They 
are  characterized  by  headache,  nausea,  vomiting  and  vertigo,  and 
are  relieved  by  vomiting  or  by  duodenal  drainage.  Some  patients 
with  “low  cecum”  have  similar  attacks. 

The  etiology  of  migraine  is  not  known.  It  is  said  to  be  the 
commonest  disease  of  civilized  peoples.  Seven  percent  of  all  per¬ 
sons  in  America  are  said  to  have  it  at  some  time  during  their  life. 
About  70  percent  of  the  migraine  patients  who  seek  treatment  are 
women  (page  67).  The  chief  immediately  predisposing  factor  in 
the  individual  attacks  of  men  is  physical  overexertion ;  of  women, 
menstruation.  Some  (e.g.,  Critchley  and  Ferguson)  consider  the 
emotions  (suppressed  rage,  humiliation,  anxiety,  overwork,  etc.) 
to  be  important.  Other  precipitating  factors  are  odors ;  an  excit¬ 
ing  sensation,  as  music;  some  particular  food;  constipation;  etc. 
Eyestrain  may  not  be  the  adequate  cause  for  migraine,  but  it  cer¬ 
tainly  is  a  factor  to  be  dealt  with  (page  67).  Persons  with  the 
“tower  head”  often  have  this  trouble. 

Migraine  may  begin  in  babies  even  six  months  old.  In  about 
one-third  of  all  cases  its  attacks  begin  during  the  first  decade,  and 
in  over  half  the  cases,  before  puberty.  In  only  about  ten  percent 
of  all  cases  do  they  begin  after  20  years  of  age,  and  of  those  which 
do,  many  are  symptomatic  of  latent  organic  disease.  The  migraine 
attacks  of  women  are  apt  to  be  more  severe,  to  last  longer,  to  occur 
less  often,  to  lead  much  more  frequently  to  unnecessary  surgical 
operations  than  do  those  of  men,  and  more  often  to  be  characterized 
by  mental  and  physical  hyperactivity.  In  women  the  headaches 


Etiology  of  Migraine 


63 


may  begin  with,  and  later  occur  most  frequently  with,  the  menstrual 
periods.  With  the  menopause  there  may  be  an  exacerbation  of  the 
attacks,  after  which  they  may  stop  entirely ;  or  they  may  continue 
at  least  into  the  sixth  decade.10  Those  of  other  women,  however, 
start  after  the  menopause.9  During  pregnancy,  migraine  is  said  to 
cease;  but  in  the  majority  of  cases  it  continues,  but  as  unrecog¬ 
nized  incomplete  attacks  characterized  by  vomiting  only,  or  by  ex¬ 
acerbations  in  the  vomiting  of  pregnancy. 

Migraine  is  a  disease  of  educators,  business,  and  professional 
men,  rather  than  of  laborers.  While  the  first  attack  may  follow 
some  severe  psychic  shock  or  some  severe  illness,  as  influenza,  yet 
for  most  cases  the  presence  of  some  congenital  predisposition  is 
suggested.  Since  in  fifty-seven  percent  of  all  cases  (Bassoe)  one 
or  both  parents  of  migraine  patients  also  had  migraine,  the  state¬ 
ment  is  often  made  that  this  is  an  inheritable  condition.  That  it  is 
a  familial  disease  which,  like  the  allergic  and  psychoneurotic  condi¬ 
tions,  may  appear  in  successive  generations,  all  agree ;  but  that  it 
is  a  “biological  character  transmitted  according  to  the  laws  of 
Mendel,”  as  one  allergist  claims,  we  consider  unproved.  Our  sug¬ 
gestion  is  that  it  is  one  of  those  manifestations  of  constitutional 
inferiority  (page  34)  which  appear  in  successive  generations. 

That  some  features  of  the  attacks  are  evidences  of  local  cerebral 
I  changes  can  scarcely  be  doubted,  in  view  of  the  auras,  the  motor 
j  and  sensory  disturbances,  the  psychic  features,  the  similarity  of  the 
idiopathic  attacks  to  petit  mal,  the  congestion  of  the  middle  cerebral 
artery  seen  in  one  case  at  operation,  the  improvement  of  idio- 
1  pathic  cases  following  the  ligation  of  that  vessel,11  the  frequent 
association  of  migraine  headaches  with  serious  organic  brain  dis¬ 
eases,  and  the  relief  which  sometimes  follows  lumbar  puncture. 

Dysfunctions  of  nearly  all  the  endocrine  organs  have  been  held 
j  accountable  for  migraine :  enlargement  of  the  pituitary  gland ; 12 
the  lack  of  proper  balance  between  the  secretions  of  the  pituitary 

I  and  gonadal  glands ; 13  and  thyroid  dysfunction,  although  we  feel 
that  the  evidence  given  by  Moehlig 14  in  support  of  this  last  rela¬ 
tionship,  to  us,  is  not  at  all  convincing. 

That  the  sympathetic  nervous  system  enters  into  the  etiology  of 
|  migraine,  is  suggested  by  Dimacopoulo’s 15  patient,  who,  previ- 
j  ously  free  from  migraine,  had  a  severe  attack  combined  with  the 
1  sympathetic  syndrome  (page  15)  following  artificial  pneumo¬ 
thorax  for  pulmonary  tuberculosis  of  the  left  lung. 

That  allergy  is  important  in  the  etiology  of  migraine  was  sug- 
i  gested  by  Vaughan  16  and  now  is  believed  by  many.  Some  aller¬ 
gists  consider  that  85  percent  of  headaches  of  all  sorts  are  allergic 
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(page  77),  and  suggest  as  their  immediate  cause  a  local  area  of 
cerebral  vasodilation  corresponding  to  a  hive  on  the  skin.17  The 
allergists  18  claim  that  there  is  a  family  history  of  allergy  in  82.1 
percent  of  all  migraine  patients,  and  insist  that  all  the  factors  oper¬ 
ative  for  other  allergic  states  apply  here  as  well,  as  certain  foods, 
etc. ;  also  that  migraine  headaches  are  “interchangeable  in  linkage, 
both  in  the  individual  and  in  the  family,  with  other  allergic  symp¬ 
toms”  as  asthma,  urticaria,  Quincke’s  edema,  etc.  Nevertheless, 
the  number  of  cases  showing  any  evident  associations  between 
these  several  conditions  is  few,  and  the  headaches  purposely  in¬ 
duced  by  the  ingestion  of  foods  proved  by  skin  tests  to  be  allergic 
to  the  patients  concerned  are  not  migrainous  in  type  (page  77). 
We  certainly  shall  need  to  understand  both  allergy  and  migraine 
much  better  before  we  can  determine  just  what  the  actual  relation 
between  these  two  conditions  is.  To  us,  both  appear  to  be  based  on 
constitutional  inferiority. 

That  about  half  the  cases  of  migraine  are  in  some  way  related 
to  epilepsy  is  a  common  belief,  based  on  the  similarity  of  these 
two  kinds  of  attacks.  Indeed,  it  sometimes  is  impossible  to  dif¬ 
ferentiate  between  a  mild  epileptic  and  a  severe  migrainic  attack. 
Both  have  auras,  cerebral  vasomotor  symptoms,  and  localizing 
cortical  features.  Statistics  have  shown  that  while  only  about  1.3 
percent  of  migraine  patients  are  the  children  of  epileptic  parents 
(among  our  patients  this  percentage  is  much  lower,  probably  be¬ 
cause  ours  is  a  medical  and  not  neurological  clientele),  yet  28 
percent  of  all  epileptics  studied  gave  a  history  of  migraine  in  a 
near  relative.  About  seven  percent  with  migraine  have  true  epi¬ 
lepsy  later,  at  which  time  the  migraine  attacks  may  continue  as 
petit  mal  manifestations.  This  transition  usually  occurs  after  forty 
years  of  age.  Nevertheless,  with  the  exception  of  those  rare  cases 
of  coexisting  migraine  and  epilepsy,  the  epileptiform  convulsions 
of  migraine  patients  are  thought  not  to  be  truly  epileptic,  but  to 
depend  on  arterial  changes,  to  which,  as  is  agreed,  migraine  patients 
are  particularly  susceptible.19  While  the  convulsions  of  migraine 
and  of  epilepsy  may  be  similar,  even  identical,  in  character,  yet  the 
underlying  conditions  of  which  they  are  manifestations  certainly 
are  not  the  same,  as  the  study  of  the  two  groups  of  patients  in  the 
intervals  between  their  attacks  will  show.  The  similarity  between 
them,  however,  would  seem  to  illustrate  the  point  repeatedly  made, 
that  two  very  different  agencies  operating  through  the  same  mech¬ 
anisms  may  produce  identical  reactions.  Nevertheless,  neither 
epilepsy  nor  migraine  is  a  clinical  entity,  and  we  know  too  little 
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about  either  to  interpret  their  many  points  of  resemblance  and  of 
contrast,  although  both  may  rest  on  a  common  basis. 

That  migraine  predisposes  to  cerebral  vascular  lesions,  both 
thrombotic  and  hemorrhagic  (others  add  cerebral  aneurisms),  both 
Phillips  19  and  Bassoe 2  agree.  This  is  of  interest  to  us,  since 
spontaneous  subarachnoid  hemorrhages  are  particularly  common  in 
migraine  patients,  and  the  best  explanation  yet  given  for  them  is 
that  they  are  due  to  those  congenital  defects  in  the  media  of  the 
cerebral  vessels  which  lead  to  aneurisms  which  later  may  rup¬ 
ture.20  21  Some  writers,  however,  disagree  with  this  opinion.22 

That  the  apparently  functional  migraine  attacks  of  earlier  life 
often  later  are  symptomatic  of  demonstrable  cerebro-vascular 
lesions,  is  to  us  of  great  importance,  as  suggesting  that  all  migraine 
rests  on  some  constitutional  inferiority  which  in  time  becomes  ana¬ 
tomically  demonstrable  (as  by  vascular  hemorrhage,  thrombosis, 
aneurism,  marked  arteriosclerosis,  exudates,  swelling  of  the  hypo¬ 
physis,  brain  tumors,  etc.). 

That  migraine  is  the  result  of  modern  Western  civilization  is  a 
belief  now  occasionally  mentioned.  If  so,  then  it  is  evidence  of 
constitutional  inferiority.  Bassoe  suggests  that  it  is  a  protective 
phenomenon  of  man;  “Nature’s  protest  against  the  speed  with 
which  in  the  last  few  hundred  generations  readjustments  have  had 
to  be  made  to  give  right  of  way  to  the  forebrain,  warning  the 
patient  that  something  is  wrong  with  his  hygiene.”  We  would 
suggest  that  while  this  may  be  true  of  Occidentals,  accurate  studies 
of  the  still  static  peoples  of  the  Far  East  should  be  made  before 
this  point  can  be  considered  as  proved  for  man  in  general  (page 
37)- 

Physical  Signs. — The  important  physical  signs  of  migraine 
have  already  been  mentioned  in  our  description  of  its  various  types. 

Spinal  Fluid. — The  pressure  of  the  spinal  fluid  during  an 
attack  of  migraine  would  seem  temporarily  to  rise,  suggesting  the 
presence  of  edema  of  the  cerebral  meninges,  a  point  which  the 
allergists  stress.  Lumbar  puncture  as  a  therapeutic  measure  would 
seem  to  be  followed  first  by  aggravation  of  the  pain  and,  later,  by 
relief. 

Diagnosis. — The  facts  that  migraine  runs  in  certain  families ; 
that  the  attacks  usually  begin  in  youth  (although  true  migraine 
does  sometimes  appear  in  later  years)  ;  that  its  attacks  are  frequent, 
periodic  and  polymorphous  in  character;  that,  if  complete,  they 
have  auras,  sensory  prodromata,  motor  and  vasomotor  features ; 
that  the  pain  usually  is  hemicranic ;  and  that  mental  elements  are 
practically  always  present,  all  are  important  in  the  diagnosis  of  this 
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condition.  Before  coming  to  a  final  decision,  however,  one  should 
exclude  all  other  conditions  which  can  produce  headaches,  scoto¬ 
mata,  paresthesias,  aphasias,  vomiting,  etc.  There  is  always  a 
chance  that  the  case  supposed  to  be  idiopathic  may  prove  later  to 
be  symptomatic.  This  is  especially  true  of  children  with  brain 
tumors  and  of  adults  with  vascular  lesions  (page  60). 

Prophylaxis  and  Treatment. — Prophylaxis  in  migraine  de¬ 
pends  in  large  degree  on  the  patient,  for  each  one  knows  what  it  is 
which  tends  to  precipitate  his  attacks  (page  62).  In  general,  mi¬ 
graine  patients  should  live  an  outdoor  life  with  plenty  of  exercise, 
should  follow  a  well-balanced  diet  with  plenty  of  fluids,  should 
keep  the  bowels  regular,  and  take  general  tonic  treatment.  Bassoe,2 
who  emphasizes  the  value  of  the  correction  of  erroneous  modes  of 
living  and  undesirable  environmental  factors,  says:  “I  have  seen 
almost  complete  relief  by  stopping  overeating  or  excessive  water 
drinking,  by  drinking  a  glass  of  cream  between  meals  in  the  case 
of  persons  working  long  hours,  by  the  institution  of  regular  and 
abundant  outdoor  exercise,  the  regulation  of  the  diet  along  vari¬ 
ous  lines  and  the  overcoming  of  constipation.” 

Brown23  emphasized  the  importance  of  diet.  Some  of  his  pa¬ 
tients  whose  attacks  seemed  to  follow  meals  rich  in  carbohydrates, 
improved  on  an  antidiabetic  diet;  the  attacks  of  those  who  suf¬ 
fered  from  proteids  resembled  anaphylactic  reactions;  the  attacks 
of  others  seemed  to  depend  on  an  intestinal  toxemia  and  bac¬ 
teremia;  those  of  still  another  group,  on  some  errors  of  purin  me¬ 
tabolism  ;  while  those  of  still  other  patients  seemed  to  him  related 
to  hepatic  troubles,  indigestion,  endocrine  disturbances,  fatigue  and 
nervousness.  That  a  ketogenic  diet  seemed  to  help  seventy-eight 
percent  of  the  cases  thus  treated,  is  reported  by  Barborka.24  The 
exclusion  of  those  foods  to  which  the  patient  can  be  proved  by 
various  tests  to  be  “specifically  hypersensitive,”  may  help  some,25 
but  as  a  rule  is  disappointing;  nevertheless,  general  correction  of 
the  diet  is  one  of  the  most  valuable  of  remedies. 

Syphilis,  if  present,  should  be  thoroughly  treated.  The  correc¬ 
tion  of  all  minor  physical  defects  which  may  determine  the  inci¬ 
dence  of  the  migraine  attacks  cannot  too  strongly  be  emphasized. 
Therefore,  any  gastro-intestinal  dysfunction,  as  constipation,  any 
pelvic  condition,  as  dysmenorrhea,  any  nasal  troubles,  and  even 
minor  errors  of  refraction,  should  be  corrected.  Foods  which 
might  serve  as  “allergens”  should  be  avoided.  While  in  these  ways 
we  may  not  effect  a  cure,  yet  we  often  can  diminish  the  number  of 
attacks  or  reduce  their  severity. 
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Eyestrain,  we  confess,  for  over  ten  years  seemed  to  us  to  be  the  most  im¬ 
portant  single  primary  factor  in  the  production  of  migraine  headaches.  We 
therefore  enlisted  the  sympathetic  cooperation  of  several  ophthalmologists 
in  the  special  study  and  treatment  of  about  four  hundred  patients.  Although 
by  glasses  we  sometimes  relieved  temporarily  the  headache  element  of  the 
attacks,  yet  our  results  were  most  disappointing. 

To  stop  the  tendency  to  migraine  attacks  of  women,  Kelly  28  in¬ 
duced  the  menopause  by  means  of  radium.  Two,  thus  treated,  were 
permanently  and  six  temporarily  relieved.  Since  women  with 
migraine  seldom  have  typical  (page  62)  attacks  during  pregnancy 
and  lactation,  one  author  27  administered  orally  the  hormone  of  the 
anterior  lobe  of  the  pituitary  gland,  and  reported  that  seven  of  the 
ten  women  thus  treated  were  definitely  improved. 

Among  the  surgical  measures  suggested  by  Cushing 28  and  more 
recently  Critchley,  MacDonald  and  Ferguson,29  is  right  subtem¬ 
poral  decompression.  Dandy  30  claims  to  have  cured  three  cases 
by  the  removal  of  the  inferior  cervical  and  first  thoracic  sympa¬ 
thetic  fibers  on  the  left  side.  Dickerson 11  recommends  the  liga¬ 
tion  of  the  middle  meningeal  arteries,  a  procedure  which  sounds 
reasonable  since  the  dura  and  its  blood  vessels  are  the  only  tissues 
in  the  cranium  the  manipulation  of  which  elicits  pain.  The  results 
of  psychoanalysis  in  the  treatment  of  migraine,  if  not  very  satis¬ 
factory,  at  least  are  interesting.31 

During  a  severe  attack  of  migraine,  the  patient  should  lie  in  bed, 
warmly  covered,  in  a  quiet  dark  room.  A  brisk  saline  purge  and 
a  hot  bath  should  be  given  early.  In  its  initial  stage  of  vasocon¬ 
striction  the  attack  may  be  relieved  by  the  mixture  of  nitroglycerin 
and  erythrol  tetranitrate  (the  nitrites  act  too  slowly),  combined 
with  some  analgesic  drug  (antipyrine,  acentanilide,  pyramidon, 
phenacetin,  salicylic  acid,  aspirin,  etc.).  Those  drugs  which  tend 
to  raise  the  blood  pressure,  as  chloroform,  ether,  adrenalin,  digi¬ 
talis,  strophanthin,  ergot,  etc.,  should  be  avoided.  Caffeine  is  of 
value  only  in  abortive  attacks  and  to  clear  up  the  residuum  of  the 
severe  ones.  The  barbituric  acid  preparations,  the  bromides,  and 
chloral  are  valuable,  but  only  in  mild  attacks.  The  fluid  extract  of 
cannabis  helps  some  cases.  Bassoe  highly  recommends  the  intra¬ 
venous  injection  of  sodium  thiosulphate. 

Case  Histories. — The  following  cases  are  reported  because  of 
certain  points  which  each  illustrates. 

One  patient,  a  woman  56  years  old,  said  that  when  a  young  girl  she  had  had 
“desperately  severe”  sick  headaches,  which  always  were  definitely  hemicranic, 
always  associated  with  photophobia,  and  always  followed  by  euphoria.  They 
started  in  one  eyeball  without  flashes  of  light,  and  involved  first  one  entire 
side  of  the  head  and  then  shifted  to  the  other,  and  were  accompanied  by  ex- 
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treme  depression  and  a  perfectly  “dead  feeling,”  as  if  she  could  not  move. 
A  dose  of  castor  oil  usually  brought  relief. 

Fourteen  years  ago  she  was  operated  on  for  appendicitis  with  abscess,  a 
portion  of  the  bowel  was  resected,  and  the  ovaries  were  removed.  Since 
then  the  attacks  have  been  different,  in  that,  in  addition  to  their  former 
features,  they  have  occurred  more  frequently  and  have  suggested  intestinal 
obstruction  so  closely  that  operation  has  been  advised.  Frequently  the  diag¬ 
nosis  of  “colitis”  has  been  made.  The  day  before  these  “stomach  spells,”  as 
she  now  calls  them,  she  feels  “blue,”  often  has  a  severe  diarrhea,  feels  utterly 
exhausted,  and  desperately  sick.  Sometimes  she  feels  nauseated  but  does  not 
vomit,  and  on  these  occasions  she  has  the  feeling  that  the  bowels  had  not 
moved  adequately.  There  is  no  abdominal  pain.  Physical  examinations 
were  negative ;  her  stools  have  never  contained  mucus  or  blood ;  and  roent¬ 
genological  examination,  made  while  a  severe  attack  was  in  progress,  showed 
no  signs  of  localized  spasm  of  the  colon,  but  did,  the  evidence  of  irritable 
colon,  while  that  made  between  attacks  showed  the  total  gastric  intestinal 
motility  normal.  The  gall  bladder,  examined  by  Graham’s  method,  visual¬ 
ized  normally. 

We  have  reported  this  case  as  one  in  which  a  surgical  operation 
on  the  bowel  seems  to  have  changed  the  character  of  the  migraine 
attacks. 

The  following  case  of  migraine  is  selected  because  of  the  eye 
features  of  its  attacks. 

This  patient’s  father,  a  “brilliant  man,”  was  epileptic,  but  her  two  brothers 
and  one  sister  have  had  neither  headaches  nor  convulsions. 

She  has  always  been  very  strong  and  well;  no  allergic  symptoms.  As  a 
girl,  her  eyes  often  felt  numb  and  she  could  not  work  on  white  paper.  For 
several  years  she  had  been  much  bothered  by  after-images.  She  has  never 
been  constipated;  her  menstruation  has  been  regular,  rather  painful,  but 
shows  no  relationship  to  the  headaches.  Her  physical  examinations  all  have 
been  negative. 

This  patient  suffered  her  first  migraine  headache  when  she  was  sixteen 
years  of  age.  They  always  began  as  a  crescent  of  yellow  light  which  ap¬ 
peared  above  and  to  the  side  of  the  center  of  the  field  of  vision,  on  one  or 
the  other  side  but  never  on  both  at  the  same  time.  She  never  had  other 
prodromal  symptoms.  This  light  oscillated  in  a  zigzag  manner  up  and  down 
“like  an  electric  sign,”  and  never  varied  in  its  appearance.  For  years  it 
always  lasted  exactly  nineteen  minutes,  as  timed  by  her  husband,  a  teacher 
of  science,  who  studied  her  case  carefully.  When  it  disappeared,  the  head¬ 
aches  began  usually  as  a  dull  pain  in  the  eye  of  the  side  opposite  to  the 
scotoma,  with  considerable  nausea,  vomiting  and  sometimes  diarrhea.  It 
radiated  to  the  midline  of  the  occipital  region.  It  lasted  the  rest  of  the  day. 
With  it,  she  said,  the  lymph  nodes  in  the  posterior  triangle  of  the  neck  and 
under  the  chin  swelled  and  there  was  some  fever.  She  often  felt  better 
after  the  attack. 

We  sent  her,  when  thirty-three  years  old,  to  a  very  careful  ophthalmolo¬ 
gist  who  reported :  “I  have  hardly  ever  seen  any  one  for  whom  I  expect  new 
glasses  to  be  of  so  much  benefit.  There  is  absolutely  nothing  wrong  with 
the  eyes  except  the  error  of  refraction.”  Such  optimism  these  specialists 
often  express  when  first  they  examine  migraine  patients,  but  it  does  not  last 
long.  The  glasses  of  this  patient  frequently  were  changed,  each  change 
modifying  the  headaches  somewhat.  The  bright  spots,  however,  continued 
to  appear  often,  especially  on  awakening.  Once  she  wrote :  “I  felt  better  at 
once  after  wearing  these  glasses.”  Later,  “I  think  that  I  can  safely  say  at 
this  time  that  my  eyes  are  really  better.  They  do  not  as  'before  have  the 
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dry,  burning  and  bursting  feelings.  When  I  read  I  do  not  feel  on  a  con¬ 
stant  strain.  I  had  one  attack  of  the  zigzag  light  about  two  days  after  the 
eye  examination,  but  it  was  not  followed  by  a  headache.  My  eyes  are  still 
quite  sensitive  to  light.  In  fact,  it  seems  that  I  have  been  bothered  from 
after-images  more  with  these  glasses  than  with  the  former.”  The  “bright 
spots”  then  disappeared  for  about  two  months.  Six  months  later  she  wrote 
that  her  last  glasses  were  helping  her,  as  the  headaches  were  practically 
gone,  but  she  frequently  had  the  bright  spots,  often  early  in  the  morning 
before  arising.  She  was  sleeping  well,  was  gaining  in  weight,  and  her  diges¬ 
tion  was  much  better  than  before. 

During  the  next  ten  years  the  headaches  of  this  patient  recurred  more 
frequently  and  became  more  severe.  Eight  years  ago  the  ophthalmologist 
gave  up  all  hopes  of  helping  her,  and  a  nasal  operation  was  performed  for 
the  same  purpose,  but  without  success.  Now,  45  years  old  and  the  meno¬ 
pause  over,  her  headaches  are  much  less  frequent. 
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CHAPTER  VIII 


THE  NOSE 

In  any  study  of  the  psychoneuroses,  the  nose  and  its  related 
sinuses  should  receive  careful  attention.  The  nose  is  very  impor¬ 
tant  in  the  function  of  external  respiration ;  in  adults  it,  together 
with  the  paranasal  sinuses,  harbors  many  of  the  chronic,  latent 
focal  infections  of  the  body ;  it  is  the  seat  of  many  “allergic”  mani¬ 
festations,  very  annoying  and  disturbing  to  the  equilibrium  of  the 
nervous  system ;  it  has  close  and  important  reflex  linkages,  not  only 
with  the  lungs,  but  also  with  other  systems,  including  the  genital ; 
often  it  is  the  focus  of  emotional  interests;  the  special  sense  of 
smell,  phylogenetically,  would  seem  to  have  been  very  early  devel¬ 
oped,  and  its  sensations  would  appear  to  enter  fundamentally,  and 
yet  quite  unconsciously,  into  the  mental  life,1  determining  many  an 
emotional  attitude  otherwise  unexplainable. 

ALLERGIC  NASAL  REACTIONS 

In  the  nose,  the  tubercle  of  the  septum,  a  spot  just  opposite  the 
anterior  end  of  the  middle,  and  the  lower  border  of  the  inferior 
turbinates  have  been  mapped  out  as  areas  especially  sensitive  to 
proteid  irritation.  Allergic  nasal  reactions  (page  38)  may  be  clas¬ 
sified  as  hyperesthetic  rhinitis  and  vasomotor  rhinitis,  although  the 
line  drawn  between  these  two  is  definitely  artificial.2  In  the  pro¬ 
duction  of  these  conditions  one  assumes  the  presence  of  local  hyper¬ 
sensitiveness  ;  nevertheless,  usually,  yet  not  always,  some  nasal  de¬ 
formity  and  some  chronic  infection  also  are  present  to  complicate 
allergic  clinical  pictures. 

Hyperesthetic  rhinitis,  a  condition  which  affects  from  one  to 
two  percent  of  all  Americans,  is  a  term  which  covers  a  group  of 
nonin fectious  coryzas,  including  seasonal  hay  fever  (pollinosis) 
and  the  similar  conditions  induced  by  various  air-borne  dusts, 
fungus  spores,  and  products  of  epithelium,  as  animal  hair,  dandruff, 
feathers,  etc.  The  reactions  which  these  latter  initiate  would  seem 
to  involve  the  same  mechanisms  as  pollinosis  and  to  cause  essen¬ 
tially  the  same  condition.  Associated  with  pollinosis  usually  are 
conjunctivitis  and  sometimes  bronchial  asthma.  The  air-borne  sub- 
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stances  which  serve  as  stimuli  of  the  attacks  of  these  conditions 
would  seem  to  develop  their  local  reactions  in  the  mucous  mem¬ 
branes  of  the  upper  respiratory  tract,  which  in  turn  may  set  up  re¬ 
flexes  in  the  bronchi  and  elsewhere,  but  some  of  them  quite  cer¬ 
tainly  reach  the  blood  stream  and  affect  other  reactions  also. 

In  the  temperate  zone  the  attacks  of  pollinosis  usually  are 
seasonal.  Those  of  the  Spring  type,  the  so-called  “rose  colds,”  suf¬ 
fered  from  late  March  to  early  June,  are  stimulated,  apparently, 
by  the  pollens  of  certain  trees:  the  oak,  elm,  birch,  maple  (page 
97),  etc.  Those  of  the  Summer  type,  by  the  pollens  of  certain 
grasses,  as  timothy,  red  top,  etc.  Those  of  the  Fall  type,  which 
develop  from  the  middle  of  August  to  the  first  frost,  by  the  pollens 
of  the  ragweed  family  especially  (page  97).  The  perennial  type, 
seen  especially  in  the  tropics,  continues  throughout  the  entire  year, 
but  often  with  seasonal  exacerbations.  Experiments  would  indi¬ 
cate  that  if  the  air  breathed  be  filtered  free  from  all  pollens,  the 
attacks  of  pollinosis  either  do  not  develop,  or,  if  already  started, 
diminish  much  in  severity  (page  104). 

The  reactions  of  hay  fever  when  typical  are  fairly  limited  to 
the  mucous  membranes  of  the  upper  respiratory  tract  and  to  the 
conjunctivae;  but  occasionally  the  latter  alone  are  affected,  and 
sometimes  that  of  one  eye  only.  During  an  attack,  the  nasal  and 
pharyngeal  mucous  membranes  become  very  edematous  and  swol¬ 
len,  they  itch,  burn,  and  secrete  a  thin,  irritating  discharge.  For 
the  latter  to  contain  over  10  percent  of  eosinophile  leukocytes,  is 
very  suggestive  of  this  diagnosis.  The  eyes  when  involved  become 
red,  they  burn  and  water,  and  the  accompanying  photophobia  may 
be  extreme.  The  patients’  hypersensitiveness  to  certain  pollens 
may  often,  but  not  always,  be  confirmed  by  properly  made  skin 
tests.  Nevertheless,  these  reactions,  though  often  spectacular,  are 
not  very  specific,  for  the  skin  of  the  majority  of  such  patients  is 
hypersensitive  not  to  one  but  to  several  pollens,  indeed  to  almost 
all  pollens  provided  the  dosage  used  be  large,  and  to  other  inciting 
agents  as  well ;  although  ragweed  pollen  would  seem  to  be  the  most 
potent  of  them  all.  Such  multiple  sensitiveness  may  explain  the 
perennial  cases. 

While  certain  districts  (in  general,  the  grain-raising  regions) 
have  a  very  bad  reputation  among  hay  fever  patients,  yet  the  local 
flora  alone  is  not  all-important.  A  radical  change  in  other  features 
too  seems  important  in  therapy.  Some  hay  fever  patients  whose 
home  is  inland  get  relief  at  the  seashore ;  some  who  reside  on  the 
coast  travel  inland,  usually  to  a  high  point ;  some  find  relief,  year 
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after  year,  in  regions  from  which,  and  at  the  same  season,  the  local 
hay  fever  residents  flee. 

Hay  Fever  and  Sinusitis. — Some  patients  suffer  from  allergic 
rhinitis  only  after  they  have  developed  an  infectious  sinusitis,  and, 
this  cured,  their  attacks  cease.  Evidently,  therefore,  nasal  infec¬ 
tion  heightens  the  irritability  of  the  nasal  mucosa  to  “allergic”  sub¬ 
stances.  That  in  some  of  these  cases,  however,  the  sinusitis  itself 
is  the  result  of  the  frequent  but  unobserved  periods  of  nasal  ob¬ 
struction,  allergic  in  character,  which  favors  infection,  is  very  prob¬ 
able  (page  75).  Among  other  related  syndromes  which  patients 
with  hyperesthetic  rhinitis  frequently  display,  are  asthma  (this  is 
true  of  at  least  30  to  40  percent,  Huber  5  says,  of  54  percent,  of  all 
hay  fever  cases),  gastro-intestinal  manifestations,  and  anxiety 
attacks. 

One  patient  when  thirty-six  years  old,  for  the  first  time  spent  the  Fall  in 
a  well-known  hay  fever  region  and  developed  her  first  attack  of  severe  hay 
fever,  sinusitis,  and  asthma.  During  the  following  years  these  manifesta¬ 
tions  (and  twice  complicated  by  mild  bronchopneumonia)  frequently  re¬ 
turned,  but  only  when  she  was  in  a  hay  fever  region.  Nevertheless,  the 
severity  of  her  attacks  depended  definitely  on  the  previous  treatment  which 
her  sinuses  had  received.  It  is  of  interest  that  this  patient  since  early  child¬ 
hood  had  feared  cats ;  why,  she  does  not  know.  She  says  she  is  conscious 
of  the  proximity  of  one  before  she  sees  or  hears  it.  Should  one  come  near 
her  she  suffers  a  definite  anxiety  reaction,  without,  however,  any  nasal 
symptoms  (page  318). 

The  treatment  of  a  case  of  hay  fever  with  otherwise  normal 
nasal  passages  and  sinuses,  and  especially  if  the  attacks  began  in 
childhood,  is  a  seasonal  change  of  climate;  when  and  to  what  re¬ 
gion,  depends  on  the  experience  of  the  individual  case.  If,  how¬ 
ever,  there  is  any  evidence  of  sinusitis  or  other  nasal  lesions,  these 
should  be  thoroughly  treated  during  the  free  seasons.  Various  eye 
washes  will  relieve  the  conjunctivitis.  For  the  rhinitis,  oily  sprays 
containing  ephedrine  help  some  persons  ;  those  containing  adrenalin 
often  cause  severe  reactions.  Some  (Jones)  prescribe  also  para¬ 
thormone,  calcium,  and  suprarenal  and  pituitary  extracts. 

The  prophylactic  injections  of  pollen  extracts,  one  each  week, 
begun  each  year  several  months  before,  and  continued  during,  the 
attacks  (the  method  now  recommended 6  is  one  injection  each 
month  during  the  entire  year,  but  weekly  just  before  the  season 
begins),  have  been  given  thorough  trial.  They  certainly  must  af¬ 
ford  some  relief,  since  year  after  year  the  same  patients  demand 
them.  Yet  that  this  treatment  is  little  more  than  palliative,  none 
of  those  whom  we  have  questioned  claim.  Radiation  of  the  nasal 
mucosa  is  said  to  have  met  with  promising  results.7 
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Vasomotor  Rhinitis. — Vasomotor  rhinitis  (paroxysmal  rhinor- 
rhea,  “perennial  hay  fever,”  catarrhal  rhinitis,  spasmodic  rhinor- 
rhea),  one  of  the  most  common  and  interesting  of  the  allergic  mani¬ 
festations,  is  interpreted  as  a  form  of  allergic  rhinitis  the  stimuli 
of  which  are  not  deposited  on  the  nasal  mucosa  from  the  air.  Of 
this  there  are  two  groups  of  cases :  the  exogenous,  which  follow 
the  ingestion  of  foods  or  of  substances  swallowed  with  food  to 
which  the  patients  are  hypersensitive ;  and  the  endogenous,  due  to 
the  toxins  of  infections  within  the  body  (especially  in  the  respira¬ 
tory  tract),  and  to  reflexes  from  the  viscera,  especially  those 
of  the  pelvis.  In  exogenous  cases  the  foods  most  often  mentioned 
as  causes  of  attacks  are :  milk ;  eggs ;  wheat  products ;  bananas ; 
chocolate ;  pepper  and  mustard ;  potatoes,  celery,  lettuce,  beans  and 
peas ;  lobster,  shell-fish  and  fish  especially ;  but  also  strawberries, 
nuts  and  other  common  foods.  In  association  with  the  nasal  re¬ 
actions  which  such  food  incites  are  others  also,  manifested  in  the 
joints,  brain  and  other  organs.  The  responses  of  the  “allergic” 
patient  to  these  foods,  however,  are  not  constant.  To-day  he  is 
sensitive  to  one,  and  later  is  immune  to  that  but  is  sensitive  to 
another.  For  the  treatment  of  this  condition,  see  page  41. 

Some  consider  that  bacterial  allergy  is  as  important  in  the 
etiology  of  vasomotor  rhinitis  as  it  is  in  that  of  asthma  (page  98), 
but  in  cases  with  sinusitis  this  is  hard  to  prove.  At  least  25  per¬ 
cent  of  patients  with  vasomotor  rhinitis  do  have  definite  sinusitis, 
and  about  40  percent  of  them,  asthma  also  (Hurd).  To  the  vaso¬ 
motor  group  some  would  assign  also  the  very  common  and  always 
interesting  “colds  in  the  head”  which  follow  slight  chilling,  slight 
wetting,  etc.,  which  they  interpret  as  illustrations  of  “physical 
allergy”  (page  42),  although  a  better  explanation  is  a  reflexly 
determined  vasoconstriction,  which  by  drying  the  nasopharynx 
favors  its  infection  by  its  local  flora.  Vasomotor  rhinitis  may  be 
due  also  to  endocrine  imbalance,  as  in  myxedema  (Feinberg),  and 
may  follow  certain  drugs,  as  aspirin,  phenacetin,  pyramidon,  qui¬ 
nine,  ipecac,  etc. 

The  symptoms  of  vasomotor  rhinitis  are,  in  general,  similar  to 
those  of  hay  fever,  but  are  much  more  variable.  Some  persons 
have  merely  morning  paroxysms  of  sneezing ;  others,  the  develop¬ 
ment  of  sudden,  temporary,  nasal  obstruction,  with  or  without 
discharge.  The  discharge,  when  present,  may  be  watery,  or  it 
may  be  thick.  Often  it  is  suggestively  full  of  eosinophile  cells. 
Sometimes  one  nostril  alone  is  affected  and  on  another  occasion 
the  other.2  Patients  subject  to  such  attacks  may  for  considerable 
periods  of  time  escape  them,  even  though  exposed  to  their  custom- 
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ary  irritants ;  also,  the  attacks  of  vasomotor  rhinitis  may  be  masked 
by  secondary  upper  respiratory  infections;  and,  further,  vaso¬ 
motor  rhinitis,  or  at  least  nasal  edema  often  sufficient  to  cause 
intranasal  pressure,  is  one  of  the  most  common  findings  in  all 
allergic  states,  including  asthma,  urticaria,  abdominal  pain,  etc., 
whether  nasal  symptoms  are  present  or  not. 

Vasomotor  rhinitis  is  often  difficult  to  distinguish  from  an  in¬ 
fectious  coryza.  The  facts,  however,  that  the  attacks  of  the  for¬ 
mer  recur  frequently  and  without  a  history  of  exposure  to  infec¬ 
tion,  that  they  follow  slight  chilling,  that  itching  in  the  nose,  sneez¬ 
ing  and  sometimes  wheezing  accompany  them,  all  are  in  favor  of 
the  former  diagnosis,  and  particularly  so  in  the  cases  of  children.8 

Sudden  turgescence  (“erection”)  of  the  nasal  mucosa,  suffi¬ 
cient  to  occlude  the  nostrils,  if  narrow,  may  occur  without  ade¬ 
quate  explanation,  but  is  common  in  all  allergic  conditions  and 
appears  also  as  a  reflex  in  troubles  of  the  genital  tract.  Macken¬ 
zie  1  especially  has  emphasized  the  close  relationship  between  the 
nose  and  pelvis.  In  1897  Fliess  called  attention  to  the  genital 
areas  in  the  nose,  which  he  located  on  the  inferior  turbinate,  the 
tubercula  septi  and  two  small  areas  opposite  the  middle  turbinate. 
These  regions  during  the  menses  may  become  intensely  swollen 
and  hyperesthetic,  but  they  rarely  produce  excessive  secretion  and 
they  seldom  obstruct  breathing.  Local  nasal  treatment  occasionally 
relieves  dysmenorrhea.  Also,  some  of  our  most  grateful  patients 
have  been  men  whose  unwelcomed  sexual  symptoms  ceased  after 
the  correction  of  nasal  troubles. 

Paranasal  Sinusitis. — In  all  nasal  troubles  the  conditions  with¬ 
in  the  related  paranasal  sinuses  are  important.  These  often  harbor 
those  focal  infections  primary  to,  and  which  keep  alive,  chronic 
infections  elsewhere  in  the  body  (in  the  joints,  kidneys,  etc.).  The 
pus  from  the  upper  respiratory  passages  which  is  swallowed  must 
lead  to  chronic  gastritis  and,  secondarily,  some  suggest,  to  mega¬ 
loblastic  anemia  also.  Since  all  of  that  pus  from  the  head  which 
during  sleep  gravitates  downwards  reaches  the  trachea  (the  esoph¬ 
agus  is  then  closed),  sinusitis  probably  aids  in  the  etiology  of 
many  cases  of  chronic  bronchitis  and  bronchiectasis.  Also,  the 
absorbed  products  of  nasal  infections  reach  the  pulmonic  circu¬ 
lation,  and  therefore  infect  the  peribronchial  and  mediastinal  lymph 
nodes,  which  in  turn  aid  in  the  production  of  general  infections 
and  toxemias  and,  more  directly,  cause  paroxysmal  coughing.  The 
symptoms  of  all  these  conditions  when  mild,  as  well  as  the  general 
malaise  which  all  infections  cause,  often  enter,  directly  and  indi¬ 
rectly,  into  psychoneurotic  syndromes  (page  274). 
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Infections  of  the  antrums,  important  because  of  their  size  and  lack  of 
gravity  drainage,  often  cause  a  sense  of  fullness  over  the  malar  processes 
and  disagreeable  sensations  in  the  upper  jaw,  and  are  a  common  cause  of 
facial  neuralgias.  The  pains  they  incite  are  definitely  modified  by  move¬ 
ments  of  the  head. 

Frontal  sinusitis  causes  many  pains  in  the  head,  but  these,  since  so  easily 
understood,  seldom  enter  into  psychoneurotic  pictures.  They  begin  sud¬ 
denly,  especially  on  rising  in  the  morning,  and,  because  of  the  excellent 
gravity  drainage  of  these  cavities,  often  stop,  or  at  least  diminish  in  severity, 
by  noon.  They  are  local,  supraorbital,  and  often  unilateral,  suggesting 
migraine.  Often  they  are  pulsating  in  character.  The  so-called  vacuum 
headaches  (due  to  the  absorption  of  oxygen  from  a  closed  sinus),  which 
are  infrequent,  arise  in  the  frontal  sinuses  especially.  The  secretions  in 
cases  of  frontal  sinusitis  discharge  anteriorly;  there  is  tenderness  on  pres¬ 
sure  over  the  infected  sinus,  especially  at  the  upper  inner  margin  of  the 
orbit  (Ewing’s  sign). 

Anterior  ethmoiditis  may  produce  frontal  headaches  or  a  dull  sense  of 
pressure  between  the  eyes  and  sometimes  edema  and  swelling  over  the  frontal 
area. 

The  posterior  sinuses,  because  of  their  tendency  to  cause  indefinite  symp¬ 
toms  and  referred,  rather  than  local,  pains,  their  proximity  to  the  brain  and 
the  blood  vessels  running  to  it,  to  the  optic  nerve,  and  to  the  sphenopalatine 
ganglion,  contribute  richly  to  the  symptomatology  of  the  psychoneuroses. 
In  the  past,  the  infections  of  these  sinuses,  and  especially  when  no  visible 
discharge  is  present,  often  have  been  overlooked  because  of  their  inaccessi¬ 
bility  to  direct  inspection  and  to  transillumination.  X-ray  films  are  neces¬ 
sary.  The  sphenoidal  sinuses,  often  infected,  rarely  heal  spontaneously,  be¬ 
cause  they,  like  the  antrums,  lack  gravity  drainage. 

The  ear  symptoms  of  posterior  sinus  disease  include  otalgia,  dullness  of 
hearing,  tinnitus,  vertigo,  giddiness,  light  headedness,  a  sensation  of  falling, 
especially  when  the  head  is  moved,  a  sense  of  fullness,  and  splashing  sounds 
in  the  ears.  The  eye  symptoms  are  redness,  pain  in  and  about  the  orbit, 
asthenopia,  photophobia,  muscle  imbalance,  and  impaired  vision.  So  closely 
related  anatomically  are  the  nose  and  eyes  that  it  is  a  wonder  that  nasal 
troubles  do  not  cause  more  eye  troubles  than  they  do,  yet  about  3.5  percent 
of  all  cases  of  retrobulbar  neuritis  are  quite  certainly  due  to  sinusitis,  and 
this  may  be  true  also  of  many  of  the  from  15  to  20  percent  of  cases  of  optic 
neuritis  the  cause  of  which  is  uncertain.9  Patients  with  sinusitis  have  occa¬ 
sional  “grippe”  attacks  each  winter  and  “catch  cold  easily.”  This  last  state¬ 
ment  often  is  not  quite  true.  It  is  the  same  cold  each  time  which  flares  up, 
soon  subsides,  but  continues  as  a  “catarrh.” 

Paranasal  sinusitis  primarily  may  be  infectious  in  origin. 
This  is  true  especially  of  those  cases  which  began  during  middle 
life,  and  particularly  of  those  which  followed  epidemic  influenza,  a 
disease  which,  if  correctly  named,  would  be  called  “acute  epidemic 
sinusitis.”  In  these  cases  the  sinusitis  becomes  chronic  if  free 
drainage  is  obstructed,  as  by  some  intranasal  bony  deformity,  and 
especially  if  the  latter  is  aided  by  the  turgescence,  edema,  or  a 
polypoid  condition  of  the  nasal  mucosa. 

The  nasal  obstruction  favoring  infection  of  the  sinuses  may 
primarily  be  allergic  in  origin.  This,  Arbuckle10  considers  the 
explanation  of  all  cases  of  hyperplastic  sphenoiditis  with  polypoid 
formation  and  without  suppuration,  and  especially  of  the  sinusitis 
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of  children,11  in  whom  vasomotor  or  hyperesthetic  rhinitis  may 
begin  early.  This  diagnosis  will  be  aided  also  by  the  family  and 
personal  history  of  the  patient,  by  skin  tests,  by  the  study  of  the 
smears  of  the  exudate,  the  differential  leukocyte  count  (eosino- 
philia),  and  by  roentgenological  examinations.13 

In  these  cases  especially  one  may  be  deceived  by  roentgenograms  of  the 
nose,  which  may  be  deceptive  since  during  the  attack  the  sinuses  may  appear 
very  cloudy  and  yet  clear  very  soon  after  the  use  of  ephedrine  or  after  the 
attack  is  over. 

In  the  allergic  cases  the  nasal  mucosa,  especially  that  of  the 
middle  meatus,  maxillary  sinuses,  and  ethmoid  regions,  becomes 
pale,  swollen  and  edematous.  This  process  frequently  repeated, 
non-suppurative  hyperplastic  sinusitis  with  polyp  formation  is  the 
logical  result.  The  polyps,  most  numerous  in  the  anterior  and 
posterior  ethmoidal  regions,  result  from  the  sagging  and  prolapse 
of  the  edematous  mucous  membrane. 

Because  of  the  early  age  at  which  some  allergic  symptoms  first  appear,  it 
may  be  well  to  note  that  while  at  birth  traces  of  the  ethmoid  sinuses  and  of 
the  antra  already  are  present,  the  sphenoids  do  not  appear  until  the  third  or 
fourth  years,  and  the  frontals,  not  until  the  eighth  year.12 

Sooner  3  or  later,4  and  often  early,  secondary  infection  develops 
in  sinuses  which  are  obstructed  by  allergic  reactions,  and  especially 
if  the  nasal  passages  are  narrowed  because  of  former  fractures,  de¬ 
flection  of  the  septum,  the  presence  of  spurs,  etc.  The  membranes 
and  polyps  then  appear  more  vascular,  are  firmer  because  richer 
in  granulation  tissue,  and  are  infiltrated  with  pus  cells  rather  than, 
as  previously,  with  eosinophiles,  plasma  cells  and  lymphocytes. 
The  result  of  the  above  process  is  the  “usual”  sinus  case,  but  it 
is  different  from  those  primarily  infectious,  since  evidence  of  vaso¬ 
motor  rhinitis  also  is  always  present  and  the  case  does  not  clear 
up  permanently  after  successful  local  therapy.  The  treatment  in 
these  mixed  cases  will  be  that  for  the  allergic  condition  (page  72) 
combined  with  that  for  the  infectious  sinusitis  (page  80). 

Certain  vitamine  deficiencies  (especially  vitamine  A)  and 
certain  endocrine  imbalances  also  would  seem  to  lower  the 
resistance  of  the  sinuses  to  bacterial  invasion.14 15  These  will 
require  the  treatment  of  their  basic  condition  as  well  as  of  the 
local  infection. 

Nasal  Headaches. — Intranasal  and  paranasal  sinus  abnormal¬ 
ities  and  diseases  cause  neuralgias  and  many  obscure  headaches, 
many  of  which  formerly  were  termed  “migraine.”  The  immediate 
cause  of  these  headaches  may  be  pressure  within  the  nasal  pass¬ 
ages,  as  by  a  deflected  septum  (which  75  percent  of  adult  Cauca- 
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sians  have  16  and  which  in  about  one- fourth  of  these  persons  so 
narrows  the  nasal  passage  that  swelling  of  the  mucous  membrane 
will  produce  positive  pressure),  by  hypertrophied  turbinates,  polyps 
and  tumors,  or  it  may  be  due  to  pressure  or  to  vacuum  within  the 
paranasal  sinuses;  or  they  may  be  due  to  involvement  of  the 
sphenopalatine  ganglions;  or  to  tertiary  lues.10  Impacted  teeth, 
pituitary  disease,  and  brain  tumors  may  cause  headaches  resem¬ 
bling  those  due  to  nasal  troubles. 

Nasal  Allergic  Headaches. — That  85  percent  of  all  headaches 
(including  the  migraine)  are  allergic  in  origin,  is  the  claim  of 
some.17 18  10  A  careful  description  of  the  headaches  thus  to  be 
explained  is  of  course  essential,  since  not  all  headaches  in  per¬ 
sons  known  to  be  allergic  are  allergic  headaches,  and  the  claim  that 
migraine  is  a  manifestation  of  specific  hypersensitiveness  raises 
serious  objections,  even  though  the  majority  of  true  migraine 
headaches  occur  in  allergic  persons  and  families  (page  64).  While 
the  headaches  described  by  Eyermann17  must  have  been  allergic, 
since  they  were  produced  by,  or  were  relieved  by,  the  ingestion 
or  the  avoidance  of  certain  foods  and  were  associated  with 
marked  swelling  of  the  nasal  mucosa,  yet  they  certainly  did  not 
have  the  characteristics  of  migraine.  They  were  aching  or  burst¬ 
ing  in  character ;  in  them,  nasal  blocking  could  be  demonstrated ; 
with  them  were  associated  coryza,  dizziness,  nausea,  vomiting  and 
abdominal  distress ;  they  showed  no  periodicity,  but  were  irregular 
in  their  occurrence,  depending  on  the  diet.  A  family  history  of 
allergy  was  present  in  the  majority  of  these  cases.  A  few  of 
these  patients  realized  the  dependence  of  their  attacks  on  certain 
foods,  but  to  most  of  them  it  must  be  pointed  out. 

Nasal  headaches  usually  begin  in  the  morning,  often  waken¬ 
ing  the  patient,  and  are  associated  with  dull,  heavy,  tired  feelings, 
and  mental  depression.  The  patient  hates  to  get  up ;  he  feels  as 
if  he  had  not  slept;  he  regards  the  duties  of  the  coming  day  as 
impossible  of  accomplishment ;  he  sees  molehills  as  mountains ; 
he  pronounces  himself  a  failure.  Such  a  person  is  “impossible” 
until  after  breakfast.  These  nasal  symptoms,  worst  in  the  morn¬ 
ing  because  then  the  turgescence  of  the  nasal  mucosa  is  maximum, 
subside  in  large  degree  after  the  patient  has  for  a  little  while 
been  up  and  about. 

The  differential  diagnosis  between  nasal  and  eyestrain  head¬ 
aches  theoretically  is  easy,  but  because  of  the  migraine  element  so 
often  present  in  both,  it  often  is  difficult.  Much  depends,  how¬ 
ever,  on  one’s  interpretation  of  allergy  and  of  migraine  (page  62). 
Nasal  headaches  are  essentially  morning  headaches,  while  eye- 
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strain  headaches  usually  begin  later  in  the  day;  nasal  headache 
diminishes  in  severity  towards  noon,  the  time  when  many  eye- 
strain  headaches  are  just  beginning;  they  are  increased  in  severity 
by  alcohol  and  tobacco,  which  increase  nasal  congestion;  they  are 
relieved  by  hot  towels  over  the  face.16  Nasal  headaches  due  to 
frontal  sinusitis  often  are  strictly  unilateral,  while  eyestrain  head¬ 
aches,  although  often  local,  seldom  are  limited  to  one  side.  Eye- 
strain  headaches  are  superficial ;  nasal  headaches  feel  as  if  they 
originated  deep  in  the  head.  Those  due  to  eyestrain  are  “neural¬ 
gic”  ;  those  due  to  nasal  troubles  are,  in  general,  more  or  less  dull 
and  throbbing.  Nasal  headaches  subside  with  the  relief  of  any 
sinus  condition  present,  and  sometimes  are  good  barometers,  warn¬ 
ing  the  patient  whether  the  weather  of  the  coming  day  will  be 
pleasant  or  not.  Eyestrain  headaches  are  associated  with  mental 
irritability  and  considerable  hyperesthesia  of  the  special  senses 
(this  is  true  of  true  migraine  also),  while  the  patient  with  a  nasal 
headache  is  rather  indifferent  to  what  goes  on  about  him.  A  nor¬ 
mal  man  wakes  in  the  morning  with  a  good  appetite,  but  the  man 
with  chronic  nasal  infection  often  cares  little  for  his  breakfast. 
Nasal  headache,  unlike  the  eyestrain  variety,  is  seldom  associated 
with  gastric  reflexes,  but  often  is  with  others,  which  produce 
asthma,  pelvic  disturbances,  and  pains  in  the  occiput,  behind  the 
mastoid,  in  the  cervical  region  and  shoulders : — in  other  words, 
in  all  the  regions  to  which  the  sphenopalatine  ganglion  reflexes 
radiate. 

Headaches  due  to  posterior  nasal  sinus  troubles  20  21  deserve 
particular  mention.  Some  are  due  to  the  toxemia  produced  by 
the  infection  of  these  cavities,  some  to  the  pressure  or  to  the 
vacuum  within  them,  and  others  to  the  irritation  which  sinus 
troubles  exert  on  the  Vidian  nerve  and  sphenopalatine  ganglion. 
The  pains  thus  produced,  usually  diffuse,  are  referred  to  the  occi¬ 
put  and  extend  into  the  mastoid  and  temporal  regions.  It  is  they 
which  sometimes  enter  into  Sluder’s  “back  half”  occipital  type  of 
headache,  vasomotor  in  origin,  with  the  presence  of  myalgic  nodes. 

The  occipital  type  of  nasal  headache,  with  vertigo  and  tin¬ 
nitus  (the  “sphenoidal  sinus  syndrome”),  is  said  to  be  localized 
over  the  mastoid  process  and  so  to  simulate  mastoiditis ;  but,  more 
correctly,  it  is  felt  just  behind  this  process.22  In  cases  of  it  the 
pain  varies  from  a  heavy,  steady  aching,  to  those  which  are  lan¬ 
cinating,  stabbing  or  burning,  and  with  their  related  skin  areas 
sensitive  on  pressure.  Wryneck,  relieved  by  sinus  operation,  may 
be  one  result.  In  all  these  cases,  however,  one  must  exclude 
atypical  facial  neuralgia  (page  88). 
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Posterior  sinus  troubles  may  cause  mental  symptoms,  usually 
mild  and  ascribed  to  “neurasthenia, ”  but  sometimes  true  psychoses, 
possibly  the  result  of  the  prolonged  action  of  bacterial  toxins 
which  impair  the  brain  tissue  and  alter  its  capillary  circulation.23 
The  symptoms  which  enter  into  Citelli’s  sinusitis  syndrome  are 
defective  memory,  somnolence,  intellectual  defectiveness,  and  un¬ 
willingness  to  concentrate. 

Irritation,  the  result  of  nasal  infection,  of  the  sphenopalatine 
(Meckel’s)  ganglion,  the  center  of  sensory  nerve  distribution  of 
the  nasal  cavities  and  the  sensory  fibers  of  which  arise  in  the 
superior  maxillary  branch  of  the  fifth  nerve,  results  in  the  pro¬ 
duction  of  a  definite  clinical  entity  known  as  Sluder’s  spheno¬ 
palatine  ganglion  syndrome.20  This  we  will  describe  as  far 
as  possible  in  Sluder’s  own  words,  although  we  fear  that  under 
this  term  he  has  included  many  cases  of  pressure  sinusitis 
(Arbuckle),  atypical  facial  neuralgia,  migraine,  and  some  tics 
(Wilson). 

The  pain  of  this  condition,  said  Sluder,  usually  begins  on  the  face,  extends 
backward  to  the  temple  and  along  the  zygoma  to  the  ear,  causing  earache, 
and  always  is  worst  at  a  point  about  five  centimeters  behind  the  mastoid. 
It  may  extend  to  the  occiput  and  neck,  to  the  shoulder  blade  and  shoulder 
(less  often  to  the  axilla  and  breast),  and,  in  severe  attacks,  even  down  the 
arm  to  the  finger  tips.  Sometimes,  there  is  also  a  sense  of  “stiffness”  or 
“aching”  in  the  throat;  a  pain  (but  more  often  an  itching)  in  the  hard 
palate;  discomfort  within  the  nasal  fossae;  a  feeling  that  the  teeth  are  “too 
long” ;  a  metallic  taste  in  the  mouth ;  rarely,  scotoma  scintillans,  and,  some¬ 
times,  salivation.  In  other  cases,  says  Sluder,  these  pains  are  felt  elsewhere 
in  the  head.  The  sense  of  taste  is  often  dulled  over  the  anterior  two- 
thirds  of  the  affected  side  of  the  tongue  (rarely,  at  the  beginning  or  at  the 
height  of  the  attack,  this  sense  is  too  acute).  The  arch  of  the  soft  palate 
lies  higher  on  the  affected  side  and  the  uvula  is  deflected  to  the  well  side. 
A  slight  blunting  of  sensation  is  noticed  in  the  nose  and  pharynx.  The  ears 
may  feel  stuffy,  a  sensation  which  inflation  relieves  but  for  a  short  time. 
Patients  with  mild  cases  of  this  syndrome  feel  merely  a  sense  of  tension  in 
the  face  or  stiffness  or  “rheumatism”  in  the  shoulders,  neck  and  back,  and 
sometimes  have  hiccough  and  diarrhea. 

Sluder  described  also  a  sphenopalatine  sympathetic  syndrome  of  vaso¬ 
motor  and  secretory  phenomena,  which  may  simulate  vasomotor  rhinitis. 
Such  an  attack,  following  a  slight  coryza,  begins  with  explosive  sudden¬ 
ness,  resembling  a  “terrific  cold.”  First,  there  is  severe  and  protracted 
sneezing  accompanied  by  a  thin,  hot,  very  profuse  secretion.  The  nasal 
mucosa  becomes  very  sensitive  and  swollen;  the  conjunctivae  are  congested; 
lachrymation  is  profuse;  the  pupils  are  dilated,  and  the  eyes  appear  staring, 
because  their  lids  are  retracted.  Paresthesias  (itching  and  burning)  of 
the  conjunctivae,  photophobia,  and  the  subjective  sense  of  intense  light  are 
common. 

Patients  with  the  chronic  sphenopalatine  syndrome  may  in  the  morn¬ 
ing  have  attacks  of  sneezing  (“rhinitis  nervosa”)  and  often  “rheumatic”  or 
“neurotic”  stiffness  and  discomfort  of  the  joints;  other  patients  have  merely 
a  single  symptom,  as  eyeache,  earache,  toothache,  neckache,  etc. 
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The  diagnosis  of  the  sphenopalatine  syndrome,  Sluder  said, 
may  be  confirmed  by  the  relief  which  follows  cocainization  of  this 
ganglion.  (One-half  of  one  drop  of  a  saturated  aqueous  cocaine 
solution  is  applied  to  the  internal  aspect  of  the  ganglion,  that  is, 
at  the  sphenopalatine  foramen,  the  side  from  which  the  Vidian 
nerve  enters.  Sometimes  the  application  must  be  repeated.) 

When  Sluder’s  test  is  negative,  one  must  think  of  neuralgias  of 
other  cranial  nerves,  and  especially  of  “atypical  facial  neuralgia” 
(page  88).  Too  often,  since  “hemicranic,”  these  neuralgias  are 
mistaken  for  migraine,  although  in  migraine  attacks  a  nasal,  as 
well  as  an  ocular,  element  may  be  present. 

The  treatment  of  nasal  headaches  is  that  of  nasal  pressure 
and  of  nasal  infections  in  general,  of  migraine,  and  of  allergic 
conditions,  if  such  are  present.  Considering  the  frequency  of 
“nasal  allergies,”  and  also  of  purely  psychogenic  head  pains  in 
patients  with  various  maladjustments  who  focus  their  emotional 
attention  on  the  nose,  one  should  be  careful  not  to  recommend 
intranasal  operations  unless  the  local  indications  for  them  are  clear. 

Preliminary  to  any  course  of  therapy,  medical  or  surgical,  the 
patient’s  condition  should  be  thoroughly  discussed  by  the  patient’s 
physician  and  an  otolaryngologist.  Of  greatest  importance  is  it 
that  the  specialist  should  examine  the  nose  while  the  head  is 
aching,  since  in  the  afternoon  some  valuable  signs  of  the  patient’s 
trouble  may  have  disappeared.  Careful  inquiry  should  be  made 
concerning  allergic  and  migrainous  reactions.  Any  possible  rela¬ 
tionship  between  nasal  and  pelvic  conditions  should  also  be  care¬ 
fully  studied.  Roentgenograms  of  the  nose  by  Granger’s  method 
are  best  for  the  study  of  the  posterior  sinuses. 

A  preliminary  course  of  local  treatments,  the  introducing  into 
each  nostril  twice  a  day  of  three  drops  of  I  percent  ephedrine  in 
physiological  salt  solution  to  collapse  the  mucosa,  may  give  some 
valuable  indication  as  to  the  possible  success  of  an  operation  to 
relieve  pressure  only. 

That  this  treatment  may  be  successful,  the  patient  should  lie  on  his  back 
across  the  bed,  his  head  hanging  over  its  edge,  and  his  neck  bent  back  to  an 
angle  of  at  least  ninety  degrees.  With  any  lesser  hyperextension  of  the  neck 
the  drops  will  reach  only  the  middle  meatus. 

Sprays  seldom  reach  the  posterior  sinuses ;  nasal  douches  should 
be  used  only  as  directed  by  a  specialist. 

Headaches  of  the  vacuum  type  and  those  due  to  pressure  of  the 
middle  turbinate  against  the  septum  may  temporarily  be  relieved 
by  cocaine.  While  in  a  few  cases  in  children  a  sinusitis  may  clear 
up  following  a  correction  of  the  diet,  such  treatment  usually  is 
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inadequate  unless  by  surgery  the  proper  drainage  of  these  cavities 
first  be  obtained.24  Before  any  extensive  nasal  operation  is  at¬ 
tempted,  however,  the  patient  should,  if  possible,  spend  a  winter 
in  some  Southern  region  where  the  weather  is  warm  and  not 
fickle,  for  definite  relief  experienced  there  speaks  for  the  possible 
good  results  of  an  operation. 
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THE  EAR— THE  TEETH 

THE  EAR 

Psychoneurotic  symptoms  which  suggest  ear  troubles  are  not  at 
all  uncommon,  thanks  to  the  many  nervous  connections  through 
which  the  ear  receives  reflex  stimuli  from  the  fifth,  sixth,  seventh, 
eighth,  ninth,  tenth,  and  twelfth  cranial,  as  well  as  from  several 
cervical,  nerves.  Clinically,  reflex  otalgia,  tinnitus  aurium,  and 
deafness  may  be  symptoms  of  inflammations  in  the  mouth,  teeth, 
pharynx,  and  jaw.  The  relation  of  pain  in  and  about  the  ears  to 
the  sphenopalatine  syndrome  is  mentioned  on  page  79. 

Idiopathic  otalgia,  with  acute  paroxysmal  attacks  of  lancin¬ 
ating  pain,  which  sometimes  occur  daily,  which  last  but  for  a  few 
minutes,  and  which  are  separated  by  periods  of  perfect  comfort, 
is  a  well-recognized  syndrome  now  known  as  “primary  tic  dou¬ 
loureux  of  the  ear,”  since  in  many  ways  it  resembles  trifacial  neu¬ 
ralgia.  Formerly  attributed  to  sensory  disturbances  of  the  seventh 
cranial  nerve,  and  therefore  called  “geniculate  ganglion  neuralgia,” 
it  now  is  recognized  as  the  result  of  glossopharyngeal  neuritis, 
and  may  be  cured  by  intracranial  section  of  this  nerve.  Reichert 1 
recognizes  two  types  of  this  neuralgia.  The  first,  or  complete 
type,  presents  paroxysms  of  pain  which  start  in  the  tonsillar  fossa 
or  at  the  base  of  the  tongue,  which  frequently  radiate  deep  into 
the  ear,  and  which  are  accompanied  by  salivation.  These  attacks 
are  induced  by  swallowing,  talking,  or  other  movements  of  the 
throat  and  tongue.  The  second,  or  partial  type,  called  also  “Jacob¬ 
son’s  plexus  tic  douloureux,”  is  a  much  rarer  condition.  This  pre¬ 
sents  paroxysms  of  stabbing  pain  in  or  about  the  external  auditory 
meatus,  often  associated  with  other  pains  in  the  face  and  post- 
auricular  region,  which  are  not  induced  by  movement  of  the  phar¬ 
ynx  or  tongue,  and  which  are  not  accompanied  by  salivation. 

Of  this  type  may  have  been  the  cases  of  atypical  facial  neuralgia  men¬ 
tioned  by  Fincher,2  with  pains  in  the  temporal  region  which  extended  over 
the  zygoma,  behind  the  ear,  and  down  along  the  trapezius  muscle,  and  which 
were,  he  says,  relieved  immediately  by  the  insertion  into  the  external  audi¬ 
tory  canal  and  directly  against  the  ear  drum  of  a  tampon  wet  with  a  solution 
of  magnesium  sulphate  and  magnesium  borate  in  glycerin  (a  therapy  which 
he  credits  to  Thomson). 
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The  attacks  of  Meniere’s  syndrome,  due  usually  to  infections 
or  hemorrhages  which  injure  the  mechanism  of  which  the  vestib¬ 
ular  nerve  is  a  portion,  begin  suddenly  with  buzzing  in  the  ears, 
vertigo,  staggering,  nystagmus,  sweating,  nausea,  vomiting,  ring¬ 
ing  in  the  ears,  deafness,  paroxysmal  and  often  severe  otalgia, 
and  sometimes  unconsciousness.  Between  the  attacks  the  patient 
is  free  from  pain.  If  such  attacks  increase  an  already  existing 
partial  deafness,  hemorrhage  into  the  internal  ear  is  the  probable 
cause.  Others  are  sometimes  the  first  signs  of  a  tumor  of  the 
eighth  cranial  nerve. 

Disturbances  of  the  seventh  nerve  may  possibly  cause  ear 
symptoms,  since  it  subserves  the  sensory  functions  of  the  deeper 
structures  of  the  face,  but  not  of  the  external  auditory  canal 
(page  82).  Sensory  reflexes  from  the  tenth  cranial  nerve  may 
cause  deep-seated  pains  in  the  ear  and  throat. 

Vertigo,  by  which  is  meant  the  sensation  of  turning,  whether 
of  the  patient  or  of  the  objects  surrounding  him  (the  term  should 
not  be  used  of  a  sense  of  “swimming,”  of  faintness,  etc.),  is  a 
symptom  of  many  ear  disorders,  but  especially  of  chronic  otitis 
media.  It  develops  also  in  disturbances  of  Meckel’s  ganglion,  and 
in  disease  of  all  those  organs  which  through  their  nervous  con¬ 
nections  reflexly  disturb  the  auditory  functions.  Vertigo  is  a 
common  symptom  of  various  systemic  diseases  and  metabolic  dis¬ 
turbances  which  indirectly  affect  the  labyrinth.  It  is,  therefore, 
often  due  to  cardiovascular-renal-disease  and  to  all  conditions 
which  produce  low  blood  pressure  or  reflex  vasomotor  changes. 
It  is  frequently  present  in  intracranial  diseases.  Vertigo  due  to 
paralysis  of  an  extraocular  muscle  arises  when  the  patient  at¬ 
tempts  to  look  in  the  direction  of  an  affected  muscle,  and  ceases 
when  the  eyes  are  closed.3  It  is  an  unusual  symptom  of  sinus 
disease,  unless  these  have  disturbed  the  sphenopalatine  ganglion. 

Allergy  is  the  explanation  given  of  those  cases  of  acute  otitis 
media  with  neither  fever  nor  leukocytosis,  which  cause  earache, 
marked  impairment  of  sound  conduction,  which  early  (in  36  to 
72  hours)  rupture  the  tympanum,  followed  by  a  profuse  serous 
discharge,  and  which  heal  quickly.4 

THE  TEETH 

The  teeth,  sometimes  directly  but  more  often  indirectly,  furnish 
not  a  few  psychoneurotic  patients  with  some  of  their  symptoms. 
Too  few  or  too  loose  teeth,  unable  properly  to  prepare  the  food 
for  digestion,  aid  much  in  the  production  of  gastro-intestinal  dis- 


84 


The  Ear — The  Teeth 


orders ;  the  pus  which  pyorrhea  furnishes  in  considerable  amounts, 
and  combined  with  that  from  the  upper  respiratory  passages,  is 
held  responsible  for  many  cases  of  achylia  gastrica.  Root  ab¬ 
scesses  of  certain  of  the  lateral  upper  teeth  explain  some  antrum 
infections.  Certain  patients  with  unerupted  molars  suffer  pain 
over  the  cheek  and  forehead,  which  sometimes  is  severe,  agoniz¬ 
ing,  and  lancinating.  While  during  an  attack  of  trifacial  neuralgia 
normal  teeth  may  ache  severely,  they  should  seldom  be  removed ; 
yet  similar  neuralgia  involving  the  two  lower  branches  of  the  fifth 
nerve,  with  “trigger  points’'  and  other  features  of  trifacial  neu¬ 
ralgia,  may  in  some  cases  be  cured  by  the  extraction  of  an  un¬ 
erupted  third  molar.  Other  patients  with  unerupted  molars  com¬ 
plain  merely  of  “nervous”  symptoms,  of  indefinite,  tense  feelings 
in  the  face,  etc.,  which  fit  well  into  the  psychoneurotic  picture. 

One  patient,  a  school  teacher,  said  that  often  one  entire  half  of  her  face 
at  times  felt  very  tense,  and  that  this  made  her  so  irritable  that  “she  would 
like  to  throw  a  book  at  her  pupils.”  She  was  entirely  relieved  by  the  re¬ 
moval  of  an  unerupted  third  molar. 
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FACIAL  NEURALGIAS:  SPECIAL  TYPES  OF 
HEADACHE 

The  term  “neuralgia,”  in  the  past  far  too  popular  for  “nerve 
pains”  of  all  descriptions,  has  recently  given  place  to  “neuritis.” 
This  latter  term,  however,  can  be  correctly  used  only  if  the  nerve 
fibers  themselves  or  their  ganglia  give  evidence  of  actual  changes, 
inflammatory,  degenerative,  or  both,  as  shown  by  the  presence  of 
muscle  weakness,  paraesthesias,  relative  anesthesia,  trophic 
changes,  etc.,  in  the  structures  supplied  by  the  nerves  in  question. 

A  true  neuritis  may  result  from  lead  and  alcohol  poisoning,  but 
cases  of  this  are  important  to  us  now  only  when  they  are  mild 
and  therefore  misunderstood,  or  when,  as  in  the  alcoholic  cases,  a 
guilty  conscience  aids  in  the  development  of  psychoneurotic  re¬ 
actions.  Transitory,  migratory  pains  in  the  limbs  certainly  cannot 
be  due  to  neuritis.  They  often  are  the  result  of  spondylitis  or  are 
reflex  in  character. 

Facial  Neuralgia. — Under  the  term  facial  neuralgia  we  now 
include  practically  all  pains  in  the  face  and  head.  Some  of  these, 
as  trifacial  neuralgia,  are  reflex  or  rest  definitely  on  an  organic 
basis,  and  these  are  limited  to  anatomical  nerve  areas ;  others,  in¬ 
cluding  psychogenic  pains,  follow  the  distribution  of  the  sympa¬ 
thetic  nervous  system  of  the  face  and  head,  and  therefore  the 
arterial  ramifications. 

Several  “neuralgic”  conditions  of  the  head  1  have  already  been 
mentioned:  the  ciliary  reflex  pains  of  eyestrain  (page  48);  mi¬ 
graine  (page  55)  ;  nasal  pains  (page  76)  ;  the  sphenopalatine  syn¬ 
drome  (page  79)  ;  otitic  neuralgia  (page  82)  ;  those  due  to  dental 
causes  (page  84).  There  remain  to  consider  trifacial  neuralgia 
(page  86)  ;  herpetic  neuralgia  (page  88)  ;  atypical  facial  neural¬ 
gia  (page  88)  ;  a  heterogeneous  group  which  includes  pains  which 
originate  in  diseases  of  the  upper  cervical  spine  or  are  due  to 
tumors  in  the  brain,  pterygoid  fossa,  etc.,  or  to  lues ;  others,  largely 
psychogenic  in  origin;  and,  finally,  the  extremely  painful  tic  con¬ 
vulsive  of  Cushing  with  spasmodic  contractions  of  the  facial 
muscles,  the  cause  of.  which  is  unknown  although  it  may  be  cen¬ 
tral,  since  not  relieved  by  operation. 
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Trifacial  Neuralgia. — Trifacial  neuralgia,  the  commonest  of 
all  neuralgias,  includes  all  paroxysms  of  sharp,  excruciating,  lan¬ 
cinating  or  burning  pains  which  in  their  radiation  follow  the  ana¬ 
tomical  course  of  the  branches  of  the  fifth  and  related  nerves,  and 
which  often  are  associated  with  spasmodic  contractions  of  the 
muscles  supplied  by  the  seventh  nerve.  It  does  not,  therefore, 
include  the  majority  of  cases  treated  as  “mild  tic  douloureux.” 
Trifacial  neuralgia  may  involve  one,  two,  or  all  three  branches  of 
this  nerve;  its  pain  is  most  extreme  at  their  peripheral  termina¬ 
tions,  and  is  increased  by  pressure  on  the  nerves  themselves;  it 
is  practically  always  unilateral ;  it  lasts  but  for  a  few  seconds,  then 
leaves  the  patient  quite  comfortable ;  various  trophic  changes  also, 
in  chronic  cases,  attest  to  its  organic  origin.  This  condition  usually 
appears  during  the  fifth  decade,  although  cases  have  been  reported 
which  started  as  early  as  twelve  and  as  late  as  eighty-seven  years 
of  age.  The  first  attacks  of  it  usually  are  rather  mild,  infrequent 
(sometimes  but  one  slight  attack  each  winter),  and  of  brief  dura¬ 
tion.  As  time  passes,  however,  they  tend  to  become  more  frequent, 
to  last  longer,  and  to  become  more  severe. 

Any  stimulation  of  the  terminals  of  the  fifth  nerve,  as  washing 
the  face,  brushing  the  hair  or  teeth,  eating,  drinking,  a  draft  of 
cold  air,  the  slam  of  a  door,  etc.,  may  precipitate  an  attack,  as 
does  also  pressure  at  the  “trigger  points,”  the  most  important  of 
which  are  just  above  the  supraorbital  notch,  over  the  inferior  orbital 
foramen,  the  spot  on  the  cheek  opposite  the  last  upper  molar  tooth, 
and  others  of  Valliex’s  points.  Since  the  pain  often  involves  cer¬ 
tain  teeth,  these  often  are  extracted,  but  usually  without  benefit. 

The  list  of  “Valliex’s  points,”  in  addition  to  those  above  mentioned,  in¬ 
cludes  also  a  spot  at  the  external  angle  of  the  upper  lid ;  on  the  upper,  outer 
aspect  of  the  nose;  just  in  front  of  the  auditory  canal;  the  dorsum  of  the 
tongue ;  the  border  of  the  chin.  All  of  these  correspond  to  points  where  the 
nerve-branches  either  perforate  an  aponeurosis  or  lie  on  a  firm  surface. 
Trousseau’s  points  are  over  the  first  and  second  cervical  vertebrae. 

Since  the  pain  of  trifacial  neuralgia  is  most  intense  at  the  pe¬ 
riphery  of  the  areas  of  distribution  of  the  nerve  involved,  it  is  most 
severe  over  the  lips,  chin,  alae  nasi,  etc.  Secretory  disturbances 
of  the  structures  supplied  by  the  involved  nerves,  therefore  of  the 
lachrymal  gland,  salivary  glands,  nasal  mucosa,  also  are  common 
during  the  attacks.  The  skin  over  the  painful  areas  usually  is  hot 
and  swollen ;  less  often,  it  is  pale  and  cold.  Skin  eruptions  (acne 
and  erythema) ,  graying  of  the  hair,  blackening  of  the  tongue,  etc., 
also  occur,  while  facial  hemiatrophy  is  a  rare  late  sequela  of  this 
disease. 
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If  true  convulsive  movements  accompany  the  neuralgia,  as  the 
closing  of  the  lids,  the  drawing  of  the  mouth  to  one  side,  the 
spasmodic  movements  of  the  head  and  arms,  the  case  is  one  of 
true  tic  douloureux.  In  such  cases  severe  mental  disturbances, 
as  confusion  with  hallucinations  and  profound  depression,  have 
been  reported  as  present. 

Trifacial  neuralgia  may  be  the  first  symptom  of  an  on¬ 
coming  locomotor  ataxia  or  multiple  sclerosis;  one  form,  often 
bilateral,  is  not  uncommon  in  diabetes,  nephritis  and  malaria. 
Other  cases  are  due  to  gross  local  lesions,  as  cerebral  lues,  brain 
tumor,  aneurysm  of  the  internal  carotid  artery,  and  thrombosis  of 
the  posterior  inferior  cerebellar  artery.  A  tumor  of  the  Gas¬ 
serian  ganglion,  so  long  as  it  is  merely  an  irritative  lesion,  may 
cause  typical  trifacial  neuralgia  with  hyperesthesia  of  the  cornea 
and  absence  of  the  corneal  reflex,  the  last  two  its  earliest  diagnostic 
signs.  The  numbness  which  later  appears  over  this  nerve  area  is 
considered  as  characteristic  of  this  lesion.  An  otitis  media  which 
infects  the  Gasserian  ganglion  may  cause  trifacial  neuralgia,  and 
with  it  also  paralysis  of  the  sixth  nerve.  Dental  conditions  (un¬ 
erupted  third  molars)  may  cause  similar,  although  usually  more 
local,  pains  (page  84).  For  the  majority  of  cases  of  this  neu¬ 
ralgia,  however,  the  cause  is  unknown,  although  many  of  them 
do  follow  exposure  to  wet  and  cold.  That  some  cases  of  trifacial 
neuralgia  are  psychogenic,  is  the  claim  of  several.  We  have  seen 
no  such  case,  and  would  suggest  that  those  thus  diagnosed  pos¬ 
sibly  were  cases  of  atypical  facial  neuralgia  (page  88). 

In  trifacial  neuralgia  one  sometimes  finds  some  inflammatory  lesion  of  the 
fifth  nerve,  of  its  ganglion  (especially  in  typical  tic  douloureux),  or  of  its 
roots ;  but  in  many  typical  cases  no  lesion  at  all  is  found,  except,  perhaps, 
arteriosclerosis  of  the  ganglion,  but  sometimes  not  even  that. 

Treatment. — Arsenic,  gelsemium,  aconite,  and  cannabis  indica 
have  helped  in  some  cases.  Glasser  2  stated  that  in  1 1  percent  of 
them  the  inhalation,  three  or  four  times  a  day,  of  20  to  25  drops 
of  trichlorethylene  poured  on  a  piece  of  gauze  gives  relief.  Ery¬ 
thema  doses  of  ultraviolet  radiation  over  the  nerve  points  have 
been  recommended.  Alcohol  injections  of  the  second  and  third 
divisions  of  the  nerve  (but  not  of  the  first,  because  of  the  danger 
to  the  eye)  give  relief  for  from  six  to  eighteen  months.  Evulsion 
of  the  proper  branch  of  the  fifth  nerve  at  its  foramen  will  give 
relief  for  an  equal  period  of  time,  but  cannot  as  often  be  repeated. 
One  advantage  of  the  early  use  of  alcohol  injections,  even  in  those 
cases  which  later  almost  certainly  will  come  to  intracranial  oper¬ 
ation,  is  that  the  patient  experiences  for  a  while  that  anesthesia 
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which  following  operation  would  be  permanent.  This  may  deter 
from  radical  surgery  some  patients  with  mild  cases  of  this  disease, 
as  well  as  all  with  atypical  facial  neuralgia  wrongly  diagnosed  as 
tic  douloureux.  The  subtotal  resection  by  intracranial  operation  of 
the  sensory  root  of  the  fifth  nerve,  therefore  sparing  the  sensory 
root  of  the  first  branch  (thus  saving  the  cornea),  is  the  most  suc¬ 
cessful  of  therapeutic  measures,  but  is  the  one  of  last  resort. 

Trigeminal  herpetic  neuralgia,  involving  one  or  more 
branches  of  the  fifth  nerve,  is  a  not  uncommon  acute  condition. 
The  pain  of  this  is  constant  in  character  and  is  associated  with 
hyperesthesia  of  the  skin  of  the  segmental  area  involved.  While 
this  neuralgia  usually  follows  the  skin  eruption  and  disappears 
with  it,  it  may  antedate  it  by  one  or  two  days,  and  then  the 
diagnosis  is  difficult. 

One  of  our  patients  suddenly  developed  a  very  acute  neuralgia  around  and 
within  the  canal  of  the  left  ear.  We  made  an  incorrect  diagnosis.  The  next 
day,  herpes  appeared. 

This  neuralgia  in  some,  and  in  elderly  patients  especially,  per¬ 
sists  for  months  or  even  for  years  after  the  skin  rash,  as  a  very 
annoying,  constant  dull  burning  or  aching  paraesthesia,  with  par¬ 
oxysms  of  sharp  shooting  pains.  Since  this  is  probably  central  in 
origin,  it  can  be  relieved  only  slightly  by  superficial  treatments. 

Reflex  Neuralgias. — Some  true  neuralgias,  transmitted  reflexly 
through  the  branches  and  connections  of  the  vagus  nerve,  are 
symptomatic  of  certain  thoracic  and  visceral  disturbances ;  others, 
are  mediated  through  the  carotid  plexus.3 

ATYPICAL  FACIAL  NEURALGIAS 

There  is  still  another  and  large  group  of  reflex  neuralgias, 
called  atypical  facial  neuralgia,  with  deep,  dull,  aching  pains  in 
the  cheek,  temples,  orbits,  eyeballs,  in  front  or  behind  the  ears, 
in  the  jaws  and  down  the  neck.  These  pains  are  throbbing  in 
character,  often  are  worse  at  night,  and  are  neither  increased  nor 
elicited  by  pressure  over  the  trigger  points.  They  are,  however, 
by  pressure  over  the  arteries  of  the  face  and  neck.  Formerly 
often  diagnosed  as  “trifacial  neuralgia,”  these  pains  now  are  known 
to  be  mediated  through  the  nerve  fibers  in  the  sheaths  of  the 
blood  vessels  to  the  head. 

The  description  of  this  group  of  neuralgias  has  been  a  great 
advance  in  medicine,  since  it  has  made  possible  a  sharp  separation 
between  the  organic  cases  of  neuralgias  and  psychogenic  atypical 
facial  neuralgia. 
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The  painful  areas  in  the  atypical  neuralgias  overlap  the  zones 
involved  in  trifacial  neuralgia,  and  frequently  jump  from  one  of 
these  to  another.  The  pain  is  most  intense  in  the  regions  men¬ 
tioned  on  page  88,  but  often  extends  to  the  submaxillary  region, 
to  the  shoulder  and  to  the  arm.  In  other  words,  the  pains  of  these 
neuralgias  are  essentially  regional.  They  are  never  superficial, 
cutting,  stabbing  or  tearing,  as  in  a  trifacial  neuralgia,  but  always 
are  deep,  boring  or  throbbing,  or,  more  characteristically,  are 
drawing  or  pulling,  as  though  muscles  were  under  great  tension. 
They  resemble  the  discomforts  which  continue  indefinitely  in  the 
areas  made  completely  anesthetic  by  a  radical  operation  on  the 
Gasserian  ganglion.4  Also,  the  pains  of  this  condition  do  not 
occur  in  brief  paroxysms  separated  by  intervals  of  complete  free¬ 
dom,  as  in  true  facial  neuralgia,  but  are  persistently  present.  And, 
finally,  they  are  not  accompanied  by  muscle  twitching  or  paresis, 
but  are,  by  certain  vasomotor  phenomena,  lachrymation,  edema  of 
the  eyelids,  unequal  pupils,  corneal  injection,  exophthalmos,  sali¬ 
vation,  nasal  discharge,  aural  discharge,  sweating,  nausea,  and 
vomiting. 

Psychogenic  Atypical  Facial  Neuralgia. — One  form  of 
atypical  facial  neuralgias  deserves  our  particular  attention  because 
it  certainly  is  in  large  measure  psychogenic.5  In  cases  of  this,  the 
pain  is  continuous,  but  usually  is  worse  at  night ;  it  varies  greatly 
in  intensity  from  time  to  time,  especially  following  a  bad  night  or 
a  worrying  day;  and  it  is  completely  relieved  by  opium.  Such 
neuralgia  sometimes  follows  an  emotional  episode,  although  a  case 
already  present  may  stop  suddenly  following  another,  not  related 
to  the  former.  Patients  with  true  trifacial  neuralgia  simply  can¬ 
not  talk  while  the  pain  is  present,  but  those  with  this  form,  while 
they  describe  their  suffering  as  “terrible,”  “excruciating,”  who 
say  that  it  is  “agony  to  speak,”  talk  on  volubly  and  incessantly; 
“the  woman  who  says  she  is  ‘suffering  unto  death"  is  the  picture 
of  health,  and  discusses  her  pain  calmly,  with  no  visible  evidences 
of  its  presence,  which  would  be  impossible  for  one  with  the  tic 
douloureux”  (Wilson). 

Most  writers  state  that  this  type  of  neuralgia  is  of  unknown 
origin  and  is  incurable,  but  Wilson  disagrees.  It  certainly  is  not 
relieved,  but,  rather,  is  made  worse  by  those  surgical  or  medical 
treatments  of  value  in  the  other  forms  of  neuralgia.  Wilson  in¬ 
terprets  this  condition  as  a  psychogenic  sympathetic  nervous  dis¬ 
turbance  in  the  face,  which  follows  various  emotional  upsets,  but 
especially  those  conflicts,  some  superficial  and  others  deep  in  the 
unconscious,  which  involve  loss  of  self-esteem.  That  the  head 


90  Facial  Neuralgias:  Special  Types  of  Headache 


should  be  the  seat  of  such  pains  is  easily  understood,  since  it  is 
the  face,  thanks  to  its  very  complex,  well-organized  and  finely 
tuned  mechanism  of  nerves,  blood  vessels  and  muscles,  which  ex¬ 
presses  personality  most  visibly.  Therefore,  any  emotional  con¬ 
flicts  which  threaten  injury  to  personality  will  disturb  those 
mechanisms  which  express  or  suppress  the  emotions.  Patients 
with  atypical  facial  neuralgia  are  very  sensitive,  egotistical  and 
self-centered ;  they  sublimate  an  inferiority  complex  by  developing 
this  painful  syndrome  as  a  defense  of  ego  superiority,  that  is,  as 
a  protection  to  personality.  In  still  others  of  these  cases  the  pain 
is  the  equivalent,  that  is,  the  externalization,  of  a  developing  para¬ 
noid  delusion.  When  this  substitution  fails,  the  delusion  elaborates 
itself  and  becomes  fixed,  while  the  pain  subsides  and  finally  dis¬ 
appears.  Of  Wilson’s  ten  patients,  two  had  a  paranoid,  and  one 
a  manic-depressive,  personality.  He  reports  remarkably  good  re¬ 
sults  from  that  psychotherapy  which  leads  to  the  solution  of  the 
patient’s  conflict  by  establishing  a  satisfactory  social  readjustment. 

Other  similar  cases  of  atypical  facial  neuralgia  are  related  to 
migraine,  since  they  may  accompany,  follow,  or  later,  by  substi¬ 
tution,  replace  a  hemicrania.  One  of  Wilson’s  patients  was  re¬ 
lieved  by  removing  certain  allergens  to  which  she  was  found  sen¬ 
sitive. 

The  close  relationship  between  atypical  facial  neuralgia,  allergy,  and,  pos¬ 
sibly,  angina  pectoris,  all  of  them  conditions  which  we  believe  are  evidences 
of  constitutional  inferiority,  was  well  illustrated  by  the  case  of  a  neurotic 
surgeon,  50  years  of  age,  who,  following  his  rejection  by  a  life  insurance 
company  on  the  grounds  of  high  blood  pressure  and  a  trace  of  albumin  in 
the  urine,  at  once  stopped  his  practice,  and,  fearful  of  “apoplexy,”  hovered 
around  doctors’  offices  and  hospitals.  An  atypical  facial  neuralgia  then  ap¬ 
peared.  He  did  have  a  slightly  high  systolic  blood  pressure  and  a  trace  of 
albumin  in  his  urine,  but  otherwise  was  normal  physically.  It  is  of  interest 
that  this  patient  came  of  an  allergic  and  neurotic  family  (his  mother,  her 
brother,  and  their  mother  had  had  asthma)  and  he  himself  since  childhood 
had  been  allergic  to  cheese.  Recently  while  eating  a  food  which  he  did  not 
know  contained  cheese,  he  vomited  “all  over  the  table.”  We  sent  him  back 
to  his  work  with  directions  as  to  diet,  etc.  Two  years  later  he  suddenly 
died,  apparently  from  angina  pectoris  (page  117). 

Of  other  headaches  than  those  more  or  less  directly  related  to 
the  eyes  (page  48),  nose  (page  76),  ears  (page  82),  teeth,  mi¬ 
graine  (page  55),  the  neuralgias  (page  85)  and  allergy  (page  77), 
there  are  many.  Brain  tumor  (page  163),  lues  (page  91),  anemia 
(page  195),  acute  fevers,  as  meningitis  especially,  tuberculosis,  and 
typhoid  (page  188),  often  cause  them.  Others  are  said  to  be  re¬ 
flex  from  the  bowel,  pelvis,  or  spine  (page  181).  Some  follow  the 
use  of  alcohol,  ether,  chloroform,  opium  and  related  drugs.  And, 
finally,  in  addition  to  atypical  facial  neuralgia  (page  88)  are  others 
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also  psychogenic  which  are  described  as  particularly  severe.  Such 
occur  during  the  depressed  periods  of  the  manic-depressive  psy¬ 
choses  ;  in  other  cases  the  pains  are  substitution  phenomena  which 
furnish  avenues  of  escape  for  psychoneurotic  and  psychotic  pa¬ 
tients.  It  is  these  latter  which  probably  most  often  lead  the  gen¬ 
eral  practitioners  astray.  Headaches  with  cause  unknown  are  often 
referred  to  as  “psychogenic  headaches,”  “cephalgias,”  angina 
caputi,  “topalgias,”  etc.  Such  terms,  however,  should  be  used 
with  caution,  since  we  may  be  giving  too  distinctive  a  title  to 
syndromes  for  which  some  day  adequate  cause  may  be  found. 

Topalgia  is  the  name  applied  to  pains  which  are  definitely 
localized  in  small  areas,  especially  on  the  occiput,  the  vertex  of 
the  skull,  and  the  midparietal  regions.  At  these  points  there  is 
also  tenderness  on  pressure. 

“Pituitary  headaches”  not  due  to  tumors  of  this  gland  are 
often  mentioned,  but  are  thus  named,  we  believe,  on  insufficient 
evidence.  These  deserve  special  mention,  since  many  of  the  “men¬ 
strual  headaches”  may  belong  in  this  group.  The  therapeutic 
diagnostic  test  proposed  for  these  is  the  intramuscular  injection  of 
pituitary  extract  once  a  day  during  the  five  days  preceding  each  of 
two  successive  menstrual  periods,  and,  if  this  is  even  partially 
successful,  similar  injections  three  times  a  day  during  the  two  days 
before  each  following  period.  “If  these  fail  to  give  relief  the 
condition  is  probably  migraine.” 

The  headaches  due  to  early  lues  are  for  the  most  part  “toxic,” 
like  the  headache  of  typhoid  fever.  They  are  dull,  diffuse,  and 
vary  greatly  from  time  to  time  in  intensity.  They  often  are  worse 
at  night.  Some  of  these,  quite  local  in  nature,  however,  are  due 
to  demonstrable  structural  changes,  to  luetic  periostitis,  the  painful 
areas  of  which  also  are  tender  on  pressure,  and  these  are  worse  at 
night  since  the  warmth  of  the  head  on  the  pillow  causes  vaso¬ 
motor  dilatation.  The  pains  of  luetic  meningitis,  which  are  dull, 
intense,  and  often  periodic,  also  often  are  worse  at  night.  The 
headaches  of  late  lues  vary  from  a  mild  continuous  pain  to  severe 
burning,  blinding  pains,  quite  like  those  of  brain  tumor. 

Kopecky6  believes  that  lues  always  should  be  considered  as  the  possible 
cause  of  obscure  persistent  headaches,  since  he  found  a  previously  unsus¬ 
pected  lues  present  in  many  of  the  patients  with  headache  who  had  been 
referred  to  a  medical  clinic  to  which  known  cases  of  syphilis  were  never  sent. 

The  headaches  of  the  menopause  deserve  special  notice. 
Some  of  these  are  due  to  the  often  coincident  developing  presby¬ 
opia  (page  51)  ;  some  are  migrainous,  which  begin  at  that  time 
(page  55)  ;  others  are  due  to  the  slight  thyroid  insufficiency  which 
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so  often  then  develops.  This  last  form  of  headache,  Stevens  7 
thinks,  presents  a  well-defined  syndrome.  It  is  dull  and  not  severe, 
and  is  frontal  or  vertical  in  location;  it  occurs  daily,  or  two  or 
three  times  a  week ;  it  may  be  constant  day  and  night ;  it  is  worse 
when  the  patient  is  fatigued  or  under  mental  tension ;  it  is  accom¬ 
panied  by  easy  fatigability,  nervousness,  often  vertigo,  a  dry  chilly 
skin  and  a  subnormal  temperature;  it  is  relieved  by  the  adminis¬ 
tration  of  thyroid  extract. 

The  headaches  due  to  bad  air,  which  are  suffered  in  poorly  venti¬ 
lated  rooms,  are  not  due  to  the  chemistry  of  the  air,  but  to  its 
physical  properties.  It  is  too  quiet,  that  is,  is  “stagnant/’  and  so 
does  not  cool  the  body  properly. 

Occipital  headaches,  especially  those  associated  with  neck  pains, 
may  be  due  to  extra-ocular  muscle  strain  (page  50),  to  posterior 
sinus  trouble,  to  sphenopalatine  disease  (page  79),  to  spondylitis 
(page  88),  to  emotional  conflict. 

Arterial  hypertension  often  is  given  as  a  cause  of  headaches, 
but  we  doubt  that  relationship,  since  our  cases  of  essential  hyper¬ 
tension  with  for  months  a  blood  pressure  of  from  250  to  300  mm. 
Hg.,  and  one  case  with  a  continuous  pressure  of  320  and  over,  had 
no  headaches.  High  blood  pressure,  the  result  of  renal  insuf¬ 
ficiency,  on  the  other  hand,  is  often  (always?)  associated  with 
headache,  due  possibly  to  changes  in  the  intracranial  pressure.  In 
children  with  acute  glomerular  nephritis,  for  illustration,  head¬ 
aches  begin  when  the  pressure  reaches  about  140  mm.  Hg. 

Insomnia  alone  may  explain  some  severe  headaches,  some  of 
them  with  paraesthesias  covering  the  whole  head,  and  because  of 
which  the  head  “feels  queer  all  over,”  “feels  empty  like  a  rain 
barrel,”  etc. 

Psychotic  Headaches. — And,  finally,  particular  mention  should 
be  made  of  the  severe  intractable  headaches  complained  of  by 
patients  with  mild  psychoses,  especially  the  manic-depressive  (page 
407),  some  of  whom  emphatically  deny  their  depression.  These 
are  described  as  “pains,”  but,  if  questioned,  the  patient  will  admit 
that  they  are  an  “agony”  rather  than  a  physical  pain.  They  are 
referred  often  to  the  mid-parietal  region,  just  to  one  side  of  the 
midline;  they  are  constant,  yet  worse  in  the  forenoon;  are  often 
associated  with  insomnia ;  and  they  are  not  relieved  by  any  of  the 
usual  therapeutic  measures. 

The  treatment  of  the  headaches  which  psychotic  patients  suf¬ 
fer  is  most  difficult,  since  in  them  hallucinations  of  pain  and  illu¬ 
sions  built  on  slight  discomforts  play  so  important  a  part.  Often 
they  are  purely  substitution  phenomena.  In  general  they  improve 
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only  with  the  psychosis.  Analgesic  drugs  are  dangerous  means  of 
relief. 

It  should  be  remembered,  however,  that  all  headaches,  whether 
due  to  local  disease,  or  reflex,  or  psychogenic  in  character,  are 
locally  produced,  and  therefore,  in  some  degree  at  least,  are  re¬ 
lieved  by  counterirritation.  That  is,  even  the  purely  psychogenic 
headaches  are  the  results  of  afferent  stimuli  from  those  structures 
in  the  head  endowed  with  sensory  nerves,  and  the  stimuli  of  the 
peripheral  receptors  of  these  sensory  fibers  are  changes  of  muscular 
tone  or  vasomotor  changes  directly,  reflexly,  or  psychogenetically 
produced.  It  is  possible,  also,  that  all  such  headaches  involve 
demonstrable  cerebral  changes.  This  is  emphasized  by  Lewy,8 
who  found  associated  with  them  vestibular  signs ;  definite  focal 
changes  indicating  intracerebral  disturbances;  functional  changes 
in  the  central  artery  of  the  retina;  a  diminished  albumin  content 
of  the  spinal  fluid;  and  changes  in  the  encephalograms. 

General  Treatment  of  All  Varieties  of  Headaches. — In  all 
doubtful  cases  of  headache  the  various  therapeutic-diagnostic  tests 
should  be  tried,  as  careful  correction  under  a  midriatic  of  all  errors 
of  refraction  and  of  muscle  imbalance;  the  collapse  of  the  nasal 
mucosa  by  cocaine,  adrenalin  or  ephedrine;  cocainization  of  the 
sphenopalatine  ganglion;  the  elimination  of  foods  to  which  the 
patient  may  possibly  be  hypersensitive ;  antiluetic  treatment ;  thy¬ 
roid  extract,  etc.  For  the  treatment  of  migrainous  headaches,  see 
page  66.  For  those  in  which  the  psychic  element  is  important, 
the  proper  treatment  is  that  of  the  existing  psychoneurosis  or 
psychosis.  In  the  therapy  of  nearly  all  headaches  there  is  no 
doubt  that  all  physical  therapies  which  produce  muscular  relaxation 
(heat,  cold,  local  massage  especially,  the  static  spray,  etc.,  and 
also  those  peculiar  to  several  irregular  medical  cults)  do  give 
relief.  Acetylsalicylic  acid  helps  but  little ;  pyramidon  and  the  bro¬ 
mides,  a  little  more.  One  should  use  morphia  only  as  an  emergency 
measure. 
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CHAPTER  XI 


THE  LUNGS  AND  BRONCHI 


The  contributions  which  the  organs  of  respiration  make  to  psy¬ 
choneurotic  syndromes  are  many.  These  include  some  very  con¬ 
spicuous  hysterical  symptoms :  disturbances  in  the  respiratory  rate, 
tachypnea  especially;  various  irregularities  in  its  rhythm  (see 
page  359)  ;  and  certain  forms  of  cough  (see  page  352).  Among 
the  respiratory  syndromes  usually  considered  as  allergic,  and  there¬ 
fore  of  interest  to  us,  are  asthma,  recurring  bronchitis,  pneumonia 
with  little  fever,  paroxysms  of  sneezing  each  morning  on  awaken¬ 
ing,  some  cases  of  paroxysmal  night  coughing,  and,  possibly,  some 
of  pulmonary  collapse.  Certain  features  of  organic  lung  diseases 
also  are  of  importance  to  us  since  they  depend  more  or  less  on 
autonomic  nervous  reflexes  and  therefore  are  subject  to  cortical 
control.  That  the  emotional  attitude  of  the  tuberculous  patient 
often  is  decisive  in  the  progress  of  his  condition,  is  granted  by 
all;  that  some  pneumonia  patients  lose  their  chance  of  recovery 
because  of  fright,  we  have  little  doubt. 

Various  psychoneurotic  states,  with  and  without  respiratory 
symptoms,  sometimes  so  mask  the  appearance  of  serious  pulmonary 
diseases,  as  tuberculosis,  cancer,  etc.,  that  the  latter  are  long  over¬ 
looked.  Also,  the  toxins  of  certain  pulmonary  infections,  among 
them  tuberculosis  (page  189),  influenza  (page  187),  and  pneu¬ 
monia  (page  189),  and  some  poisons,  as  alcohol  (page  197),  at 
times  evoke,  as  specific  organ  reflexes,  definite  psychoses  which 
when  early  may  so  dominate  the  clinical  picture  that  the  pulmonary 
disease  even  escapes  suspicion.  And,  finally,  any  mild  pulmonary 
symptom,  whatever  its  cause,  may,  in  psychoneurotic  persons, 
arouse  intense  fear.  Indeed,  phthisiophobia  is  a  well-recognized 
syndrome.  Nervous  breathlessness,  one  of  the  most  important 
features  of  the  effort  syndrome  (page  126),  is  a  psychogenic  symp¬ 
tom;  so  also  is  that  breathlessness  definitely  associated  with  the 
emotions,  which  develops  while  the  patient  is  quiet,  increases  when 
attention  is  called  to  it,  and  frequently  fails  to  follow  even  stren¬ 
uous  exertion.  In  cases  of  this,  an  apnea  of  ten  or  more  seconds 
voluntarily  produced  is  not  followed,  as  normally,  by  a  few  deep, 
hurried  breaths ;  rather,  the  reverse  often  happens. 
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The  sensitivity  of  the  mucosa  of  the  upper  respiratory  pas¬ 
sage  is  keen,  but  not  that  of  the  lower.  The  stimulation  of  the 
latter,  however,  provokes  many  reflexes  of  importance  to  us,  since 
they  reach  consciousness.  The  lung  tissue  itself,  all  layers  of  its 
pleural  investment  and  the  superficial  one  of  the  parietal  pleura, 
are  insensitive  to  pain.  Injuries  to  and  diseases  of  this  last-men¬ 
tioned  membrane  give  rise  to  localized  pain  only  when  its  deeper 
layers  are  involved,  for  they,  since  part  of  the  chest  wall,  are 
rich  in  sensory  fibers. 

The  pain  of  acute  pleurisy  usually  subsides  after  a  few  days,  even  though 
the  inflammation  of  its  parietal  layer  still  continues.  It  subsides  rapidly, 
also,  when  a  pleural  effusion  accumulates.  Pleurisy  involving  the  anterior 
two-thirds  of  the  periphery  of  the  diaphragm  gives  rise  to  sensations  re¬ 
ferred  to  the  lower  anterior  chest  and  abdominal  walls,  which  when  on  the 
right  side  are  often  misinterpreted  as  evidence  of  cholecystitis  or  appendicitis. 
Pain  reflexes  from  the  posterior  one-third  of  its  periphery  are  referred  to  the 
lower  back,  and  often  are  diagnosed  “lumbago”;  pain  sensations  from  its 
dome  are  commonly  referred  to  the  shoulder,  and  too  often  are  treated  as 
arthritic. 


ALLERGIC  PULMONARY  SYNDROMES 

Allergic  bronchitis  is  considered  by  some  to  be  a  well-estab¬ 
lished  syndrome.1  Of  this,  the  dyspnea  is  of  the  expiratory  type 
and  the  cough  not  productive,  but,  when  it  is,  the  sputum  usually 
is  a  clear  mucus. 

Asthma. — Asthma  is  a  form  of  paroxysmal  dyspnea,  predom¬ 
inantly  expiratory  in  type,  characterized  clinically  by  wheezy 
breathing.  Physiologically,  it  would  seem  to  be  the  result  of  para¬ 
sympathetic  hyperactivity,  which  produces  spasm  of  the  bronchial 
musculature  (therefore  is  relieved  by  the  administration  of  atro¬ 
pine,  a  drug  which  diminishes  parasympathetic  tonus),  vasodilata¬ 
tion  of  the  bronchial  mucosa,  and  an  oversecretion  of  viscid  mucus 
which  occludes  the  bronchi.  Steinberg2  believes  that  in  par¬ 
oxysmal  asthma  this  last  factor  is  the  most  important  of  all. 

Asthma,  clinically,  is  not  a  disease;  it  is  a  symptom  complex, 
due  to  several  causes.  The  facts  that  in  all  cases  of  asthma  auto¬ 
nomic  visceral  reflexes,  some  of  them  reflex  in  origin,  are  in¬ 
volved;  that  in  a  majority  of  the  cases  conditioned  reflexes  are  in 
evidence;  that  in  many  of  them  the  psychic  element  either  deter¬ 
mines  the  incidence  of  the  attacks  or  explains  the  entire  condition ; 
and  that  some  paroxysms  of  asthma  are  the  equivalents  of  anxiety 
states,  are  the  reasons  for  our  lengthy  discussion  of  this  subject. 

Symptomatic  asthma  always  is  part  of  some  larger  syndrome, 
as  emphysema,  chronic  bronchitis  (two  conditions,  which,  how- 
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ever,  may  in  time  result  from  “idiopathic  asthma”),  heart  disease, 
and  Bright’s  disease. 

The  paroxysms  of  cardiac  asthma  occur  at  night  especially 
and  begin  as  abruptly  as  do  those  of  bronchial  asthma;  in  them, 
also,  there  is  both  inspiratory  and  expiratory  distress,  a  constricted 
feeling  under  the  precordium,  a  cold  sweat,  and  the  presence  of 
moist  rales  at  the  bases,  which,  when  extreme,  may  amount  to 
pulmonary  edema.  The  cardiac  attacks,  however,  occur  especially 
in  patients  fifty  years  of  age  or  older,  some  of  whom  have  arterial 
hypertension  and  some,  slight  evidences  of  heart  damage,  but  none 
definite  signs  of  circulatory  decompensation.3  Also,  the  face  dur¬ 
ing  the  attack  is  ashen  rather  than  cyanotic.  Each  attack  of  cardiac 
asthma  would  seem  to  be  due  to  a  slight  relative  failure  of  the  left 
ventricle,  with  resulting  inadequate  coronary  circulation,  of  which 
sudden  pulmonary  engorgement  and  functional  emphysema  are  log¬ 
ical  results.4  5  Cardiac  asthma  and  angina  pectoris  would  seem  to 
be  related  conditions;  indeed  in  some  cases  these  two  syndromes 
alternate. 

Jagic  6  would  recognize  another  and  similar  asthmatic  condition 
seen  in  heart  cases,  in  which  dyspnea  produces  a  temporary  acute 
functional  emphysema,  and  which  is  relieved  by  epinephrine.  The 
bronchiospastic  factor  present  in  these  cases  may  be  the  same  one 
which  explains  also  the  pulmonary  rigidity  so  often  seen  in  cardiac 
cases. 

Bronchial  Asthma. — Primary,  idiopathic,  essential,  bronchial, 
paroxysmal  or  allergic  asthma,  which  occurs  in  patients  who  be¬ 
tween  attacks  are  apparently  normal,  may  be  either  extrinsic  or 
intrinsic  as  regards  the  stimuli  of  its  paroxysms.  Those  of  the 
extrinsic  form  follow  the  entrance  into  the  body  of  substances 
(dust,  pollens,  food,  etc.)  to  which  the  person  is  hypersensitive. 
In  cases  of  the  intrinsic  form,  on  the  contrary,  no  hypersensitive¬ 
ness  to  allergic  substances  can  be  demonstrated,  and  the  stimulus 
of  the  attacks  would  seem  to  lie  in  the  patient  himself,  as,  for 
illustration,  the  toxins  of  an  infection  of  the  respiratory  tract, 
or  a  reflex  from  the  nose,  gall  bladder,  pelvis,  etc. 

Attacks  of  extrinsic  asthma  may  possibly  develop  in  previously 
nonallergic  persons  provided  the  stimulus  inhaled  is  irritating 
enough,  or  is  present  in  unusually  large  quantities,  or  the  ex¬ 
posures  to  it  are  repeated  frequently  over  a  considerable  period 
of  time.  The  substances  which  incite  such  paroxysms  are  prob¬ 
ably  absorbed  in  the  nose  and  reach  the  lungs  through  the  circu¬ 
lation.  That,  however,  the  exposures  to  them  must  first  produce 
a  tissue  inferiority  of  the  respiratory  apparatus  before  the  asthma 
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reaction  can  develop,  is  a  likely  hypothesis.  Such  asthma  is  com¬ 
mon  in  the  industries,  especially  among  workers  exposed  to  leather 
dust,  wool  dust,  rabbit  hair  (as  in  felt  hat  factories),7  grease,  glue,8 
etc.  In  Smith’s  9  cases,  exposure  to  chromium  dust  induced  asthma 
in  patients  who  previously  had  suffered  from  it,  but  spray  painting 
did  so  in  one  person  who  had  never  had  a  previous  attack.  Fig- 
ley  and  Elrod  10  found  that  of  the  85  patients  known  to  have  this 
trouble  who  resided  in  one  “asthma  district”  near  a  factory  in 
which  castor  beans  were  being  ground,  all  of  the  30  whom  they 
examined  were  allergic  to  this  dust. 

In  the  majority  of  extrinsic  asthma  cases,  however,  the  agents 
which  excite  the  attacks  are  innocuous  to  the  average  person,  or 
at  least  in  the  amounts  of  them  ordinarily  present  in  the  air. 
Among  such  agents  are  the  pollens  mentioned  on  page  71  (Dur¬ 
ham11  emphasized  the  secondary  importance  in  ragweed  cases  of 
other  pollens  also)  ;  fungus  spores  12  (those  of  the  fungus  Conio- 
spondium  corticale,  found  in  the  bark  of  maple  trees,  may  explain 
some  cases  attributed  to  maple  pollen)  ;  and  various  vegetable  pow¬ 
ders,  as  orris  root  (much  used  in  cosmetics),  malt,  hops,  raw 
cotton,  etc.  Extrinsic  asthma  includes  also  those  cases  the  at¬ 
tacks  of  which  follow  the  ingestion  of  a  great  variety  of  foods, 
egg-white  especially,  also  cereals  (especially  wheat),  cow’s  milk, 
etc.  Volatile  substances  given  off  during  cooking  may  explain 
some  cases.13 

In  general,  we  may  say  that  “dusts”  are  the  most  common  stim¬ 
ulants  of  extrinsic  asthma  in  adults,  and  foods,  of  that  of  chil¬ 
dren.  Nevertheless,  multiple  “sensitiveness”  (i.e.,  to  several  pol¬ 
lens,  dusts,  etc.,  and  in  the  same  cases  also  to  certain  foods)  is 
the  rule.  About  60  percent  of  all  asthma  cases  begin  before 
twenty  years  of  age.  The  younger  the  patient  when  his  attacks 
began,  the  greater  is  the  likelihood  that  his  is  an  extrinsic  case. 

A  patient’s  hypersensitiveness  to  those  substances  which  induce 
his  asthma  attacks  may  sometimes  be  demonstrated  also  by  cutane- 
1  ous  tests,  and  if  so,  he  is  said  to  belong  to  the  “skin  sensitive”  group. 

!  Also,  asthma  patients  often  show  other  “allergic”  manifestations  as 
]  well,  as  hay  fever,  vasomotor  rhinitis,  etc.  Hay  fever  patients,  in 
I  turn,  not  infrequently  develop  asthma  attacks  immediately  follow- 
j  ing  the  hypodermatic  injection  of  antigens  used  in  the  treatment  of 
their  allergic  coryza.  Matzer’s  14  patient  was  made  much  worse  by 
!  the  administration  of  liver  preparation  for  his  pernicious  anemia. 
I  Twenty-three  of  160  cases  of  children  with  eczema  gave  a  history 
of  asthma,  and  of  these,  two  died  suddenly.15 

Intrinsic  asthma,  the  cause  of  which  lies  within  the  patient’s 
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body,  is  little  relieved  by  changes  in  residence,  occupation,  or  diet, 
and  the  patients  who  have  it  usually  show  no  skin  hypersensitive¬ 
ness.  Their  attacks,  also,  begin  later  in  life  than  do  those  of  the 
former  group.  The  line,  however,  between  extrinsic  and  intrinsic 
asthma  is  not  as  definite  as  one  might  be  led  to  suppose.  In  both 
groups  of  cases  heredity  seems  important ;  some  cases  which  began 
as  extrinsic,  later  become  intrinsic  in  nature,  although  for  some  of 
these  an  “asthma  habit”  is  a  better  explanation ;  while  15  percent  of 
all  cases  are,  at  the  same  time,  both  extrinsic  and  intrinsic. 

Bacterial  asthma  is  a  form  of  intrinsic  asthma  which  now  is  re¬ 
ceiving  careful  study.  It  is  to  this  “allergic  bacterial  group”  that 
the  severest  of  all  asthma  attacks  belong.  Patients  with  it  are  sup¬ 
posed  to  be  hypersensitive  to  the  toxins  of  their  local  infections, 
especially  those  of  the  upper  respiratory  tract  and  bronchial  tree 
(“asthmatic  bronchitis”) .  In  favor  of  this  opinion  are  the  observa¬ 
tions  that  some  apparently  normal  persons,  as  well  as  those  with 
emphysema  and  chronic  bronchitis,  have  asthma  only  when  they 
contract  an  ordinary  cold  in  the  head;  that  the  first  attacks  of 
others  followed  a  pneumonia  or  acute  bronchitis  (which  diseases 
are  supposed  to  have  left  behind  some  permanent  injury)  ;  that 
sometimes  the  attacks  of  bronchial  asthma  have  ceased,  following 
recovery  from  these  two  diseases.  (Berg16  suggests  that  these 
acute  infections  may  have  established  an  immunity  to  the  one  pre¬ 
viously  present.)  Asthma  associated  with  lues  may  also  belong  in 
this  group.17  Some  writers,  however,  refuse  to  recognize  a  purely 
bacterial  group. 

That  the  majority  of  cases  of  asthma  (even  82  percent)  18  are 
associated  with  sinus  infections,  is  the  belief  of  many  writers. 
In  a  small  group  of  cases,  however,  no  nasal  element  can  be  demon¬ 
strated,  while  some  cases  of  asthma  associated  with  definite  sinusitis 
have  been  cured  without  the  aid  of  nasal  treatment.19  In  children, 
however,  the  importance  of  the  nasal  condition  is  fairly  clear,  and 
for  them  the  best  therapy  is  first  to  treat  the  nose  thoroughly,  but 
not  too  radically  (Dean).  It  may  be  noted,  also,  that  asthma  is 
most  common  in  those  climates  which  predispose  to  nasal  infections. 

To  the  intrinsic  group  belong  also  those  cases  purely  reflex  in 
nature,  the  stimulus  for  which  may  be  some  trouble  in  the  nose  or 
throat,  as  adenoids  and  nasal  spurs,  etc.,  or  in  the  abdomen  and 
pelvis,  as  visceroptosis,  pregnancy,  disturbances  of  the  uterus, 
ovaries,  etc. 

Of  great  interest  to  us,  however,  is  the  so-called  psychoneu¬ 
rotic  variety  of  asthma,  which  would  seem  to  include  the  majority 
of  cases.  While  many  children  cease  to  have  asthma  attacks  after 
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certain  extrinsic  factors,  as  the  feather  pillow,  some  toilet  powder, 
or  a  household  pet,  have  been  eliminated,  yet  good  mental  or  phys¬ 
ical  hygiene  alone,  as  a  midday  nap,  a  glass  of  milk  between  meals, 
less  sympathy  from  the  mother,  or  more  outdoor  air,  has  cured 
other  cases.  Also,  the  paroxysms  of  some  adults  began  following 
a  period  of  mental  stress  and  strain  and  ceased  after  the  source  of 
this  anxiety  had  been  removed.20  And,  finally,  certain  attacks 
would  seem  to  be  purely  hysterical  manifestations.21 

Wittkower  and  Petow,22  whose  work,  to  us,  is  convincing,  con¬ 
sider  as  proved  that  asthma  may  be  purely  allergic ;  they  grant  that 
asthma  may  acquire,  secondarily,  a  psychoneurotic  character,  and 
admit  the  possibility,  even  the  probability,  that  a  purely  psychogenic 
asthma  may  exist ;  but  they  think  it  more  likely  that  in  the  cases 
thus  interpreted  the  psychic  element  has  mobilized  a  latent  allergic 
disorder.  Both  factors,  they  believe,  usually  are  present. 

One  reason  why  they  doubt  the  existence  of  a  purely  psychogenic  form  of 
asthma  is  that  while  the  patients  for  whom  this  is  claimed  can  be  cured  by 
psychotherapy,  yet  their  specific  cutaneous  allergic  reactions,  the  somatic 
element,  do  not  also  disappear. 

The  presence  in  asthma  cases  of  conditioned  reflexes  developed 
far  below  the  conscious  level,  which  involve  fundamental  as  well 
as  potent  somatic  linkages,  is  suggested  by  one  of  Wittkower  and 
Petow’s  patients  who  was  cured  of  his  asthma  by  psychotherapy, 
but  who  developed,  as  a  substitute,  anxiety  attacks  which  to  him 
were  so  much  more  disagreeable  that  he  asked  his  doctor  to  restore 
the  asthma.  Another  patient,  whom  they  quote  from  literature,  a 
man  whose  attacks  came  invariably  at  5  :oo  p.mv  was  one  day  so 
diverted  by  a  pleasant  trip  that  his  attack  did  not  develop.  Two 
hours  later,  when  reminded  of  this,  he  suddenly  became  pale, 
coughed,  sweat  ran  off  his  face,  and  he  was  unable  to  walk  a  step. 

They  emphasize  the  great  importance  of  suggestion  in  determin¬ 
ing  the  incidence  of  asthma  attacks.  Such  suggestion  may  be  fur¬ 
nished  by  time  (as  in  the  case  of  patients  whose  attacks  come  only 
on  Sunday,  or  only  at  five  o’clock  each  afternoon)  ;  by  place  (one 
patient  has  attacks  only  when  crossing  a  certain  public  square)  ; 
and  by  the  surroundings  (some  patients  have  attacks  only  when  in 
the  presence  of  those  from  whom  they  desire  consideration). 

Asthma  attacks  can,  they  claim,  be  induced  by  suggestion  in  a 
person  previously  free  from  them,  while  those  of  well-established 
cases  can  by  this  means  be  prevented.  An  asthma  attack  furnishes 
the  psychoneurotic  person  with  an  avenue  of  escape  from  un¬ 
pleasant  situations;  a  means  of  gaining  desired  ends  (as  in  the 
case  of  children  and  of  unhappy  or  neurotic  wives)  ;  and,  for  the 
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hysteric,  a  means  of  arousing  pity.  It  is  a  part  of  the  overcompen- 
sation  of  the  child  with  organ  inferiority,  who  by  its  help  is  able 
to  dominate  the  family.  A  child  may  without  intent  develop  asthma 
by  imitating  the  attacks  of  others.  Further,  the  person  who  volun¬ 
tarily  practices  asthmatic  breathing  may  later  suffer  from  spon¬ 
taneous  attacks  whenever  he  catches  cold.  And,  finally,  they  em¬ 
phasize  the  facts  that  the  allergic  factor  in  the  etiology  of  the 
asthma  may  be  masked  by  a  psychic  component,  and  vice  versa. 

The  importance  of  the  sex  factor  in  asthma  is  undeniable.  Psy¬ 
choanalysts  long  have  considered  the  asthmatic  attack  to  be  a  mani¬ 
festation  of  sex  conflict,  have  called  attention  to  the  asthma  parox¬ 
ysms  which  accompany  sexual  excitement,  and  to  the  frequency 
with  which  the  attacks  of  women  occur  with  their  menses. 

That  certain  powerful  somatic  mechanisms  may  be  involved  in 
asthma,  is  suggested  by  the  severe  and  sometimes  fatal  reactions  of 
asthma  patients  to  local  nasal  anesthesia.  Waldbott 23  reported  the 
case  of  a  girl  who  on  two  occasions  had  severe  attacks  following 
the  application  of  cocaine  to  the  septal  mucosa,  and  called  attention 
to  the  numerous  sudden  deaths  which  have  occurred  while  the  nose 
and  throat  were  being  anesthetized  preliminary  to  local  operation. 
With  one  such  case  we  are  familiar.  The  great  danger  of  injecting 
into  asthma  patients  antitoxins  obtained  from  horses  is  too  well 
known  to  deserve  further  mention.  Also,  fatal  cases  of  asthma 
which  cannot  be  explained  on  any  recognized  grounds  are  not  med¬ 
ical  curiosities. 

Senile  Asthma. — Although  all  dyspneas  of  the  aged  tend  to  be 
paroxysmal,  yet  “senile  asthma”  probably  is  “allergic.”  24 

The  Asthma  Attack. — An  attack  of  bronchial  asthma  due  to 
some  extrinsic  stimulus  often  begins  promptly  with  itching  and 
smarting  of  the  eyes,  nasal  discharge,  and  sneezing.  Soon,  the 
patient  coughs,  feels  a  tightness  in  the  chest,  has  increasing  diffi¬ 
culty  to  inhale,  but  more  to  exhale.  The  asthma  breathing  may 
vary  from  an  audible  wheeze  to  a  dyspnea  so  severe  that  every 
accessory  muscle  of  respiration  is  brought  into  use ;  yet  expiration 
always  is  much  more  strenuous  and  more  prolonged  than  is  inspira¬ 
tion.  In  typical  cases  there  may  be  fever.  The  respiratory  distress 
may  persist  for  minutes  and  even  for  hours.  Practically  all  parox¬ 
ysms  end  with  cough  and  considerable  sputum,  which  contains 
eosinophilic  cells,  Curchmann’s  spirals,  and  Charcot-Leyden  crys¬ 
tals.  The  attack  over,  the  patient  apparently  is  normal. 

The  gastro-intestinal  symptoms  of  asthma  include  abdominal 
pain,  nausea,  vomiting,  and  diarrhea,  which  follow  the  ingestion  of 
the  foods  to  which  the  patients  are  susceptible.  In  most  cases  the 
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gastric  secretion  is  deficient  in  HC1,  and  treatment  for  achylia  im¬ 
proves  the  asthma. 

Electrocardiographic  records  indicate  that  in  69  percent  of  the 
cases  asthma  produces  some  strain  of  the  right  heart.24 

A  migratory  polyarthritis  without  fever,  involving  both  the 
large  and  small  joints,  sometimes  develops,  especially  if  sinus  and 
lung  infections  also  are  present.25  Such  arthritis,  some  explain  on 
the  grounds  of  bacterial  allergy. 

Among  other  reactions  related  to  asthma  are  eczema  (present  in 
75  percent  of  asthma  cases),  urticaria  and  angioneurotic  edema 
(each,  in  50  percent  of  the  cases),  and,  in  46  percent  of  them, 
hypersensitiveness  of  the  skin  to  certain  proteids  (see  page  97). 

During  an  attack  of  asthma  there  are  bronchitis,  pulmonary  em¬ 
physema,  hypertrophy  of  the  right  heart,  a  lowering  of  the  basal 
metabolism  rate,  26  and  a  polycythemia  and  eosinophilia  which  may 
continue  for  nearly  a  month  after  the  attack.28  Thyroid  enlarge¬ 
ment  and  a  family  history  of  goiter  are  said  to  be  more  common  in 
the  asthma  group  than  in  the  general  population. 

Knott  and  Thornton29  found  that  of  333  asthmatics,  the  sputum  in  61 
percent  was  noninfected  and  strongly  eosinophilic.  These  patients  gave  a 
personal  or  family  history  of  allergy.  In  another  37.5  percent,  the  sputum 
was  infected,  was  eosinophilic,  and  these  patients  also  gave  a  history  of  al¬ 
lergy.  In  1.5  percent,  however,  with  heavily  infected  sputum  free  of 
eosinophils,  there  was  no  history  of  allergy. 

In  patients  with  asthma,  whether  extrinsic  or  intrinsic,  one 
usually  finds  in  the  bowel  putrefactive  bacteria  and  an  excessive  in¬ 
testinal  decomposition  of  proteid ;  and  in  the  urine,  amido-acids  and 
an  excess  of  bile  pigment.  Of  greatest  interest  now,  however,  is 
the  discovery  by  the  workers  of  the  Asthma  Research  Council  of 
London  30  of  a  proteose  present  in  relatively  large  amounts  in  the 
urine  of  asthma,  hay  fever,  eczema  and  certain  rheumatic  cases, 
which  gives  a  specific  skin  test,  and  which  if  injected  subcutane¬ 
ously  (a  dose  of  even  one  ten-millionth  of  a  grain)  may,  in  asthma 
patients,  produce  typical  attacks.  In  general,  one  person  does  not 
react  to  another’s  proteose,  except  in  the  case  of  those  with  horse- 
dandruff  asthma.  Persons  not  subject  to  asthma  are  not  at  all 
hypersensitive  to  this  substance.  Also,  these  workers  found,  in 
both  the  intestine  and  bronchi,  histamine-producing  organisms 
which  may  be  of  importance,  since  histamine  causes  powerful  con¬ 
tractions  of  the  bronchial  tubes. 

Diagnosis. — In  determining  the  nature  of  asthma,  a  clear  his¬ 
tory  of  hypersensitiveness  to  some  substance  in  the  air  or  food,  or 
of  the  close  association  of  the  asthma  with  simple  hay  fever  or 
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vasomotor  rhinitis,  may  be  sufficient  to  rule  out  an  intrinsic  cause. 
The  dislikes  of  childhood  often  suggest  those  foods  which  induce 
the  attacks.  The  various  skin  tests  for  hypersensitiveness  are  to 
be  considered,  not  as  proofs,  but  as  suggestions  as  to  the  foods 
responsible,  yet  all  such  tests  may  be  quite  negative. 

Marked  pallor  and  swelling  of  the  nasal  mucous  membrane  dur¬ 
ing  the  attack  suggest  that  the  case  is  allergic.  All  foci  of  infec¬ 
tion,  not  only  in  the  head  but  in  the  mediastinal  lymph  nodes,  ah* 
domen  and  pelvis,  should  be  studied  with  reference  to  their  possible 
relation  to  the  asthma;  also,  the  relationship  of  this  condition  to 
pregnancy,  visceroptosis,  malnutrition  (especially  in  children), 
syphilis,  and  tuberculosis.  Atropine  in  one  large  dose  hypoder- 
matically  has  been  proposed  as  a  diagnostic  test,  to  separate  the 
somatic  from  the  psychogenic  asthma,  which  latter  it  should  re¬ 
lieve.80  We  are  asked,  also,  to  remember  Jackson’s  dictum  that  “all 
that  wheezes  is  not  asthma,”  and  that  in  each  doubtful  case  we 
should  examine  the  trachea  and  bronchi  for  foreign  bodies,  papil¬ 
lomas  and  other  tumors.32 

Etiology. — Inheritance,  as  indicated  by  the  family  history, 
would  seem  to  be  present  in  two  of  each  three  cases  of  asthma,  and 
twice  as  often  on  the  mother’s  than  on  the  father’s  side.  It  is  of 
interest,  however,  that  in  asthma  families  it  often  is  the  pampered 
child  alone  which  has  the  attacks. 

Before  puberty,  three  times  as  many  boys  as  girls  are  affected. 
After  puberty,  the  incidence  of  the  condition  in  the  two  sexes  is 
about  equal.  After  forty,  however,  the  males  are  in  the  majority. 

That  extrinsic  asthma  may  be  an  example  of  “allergy,”  one  may 
well  grant,  provided  he  can  formulate  his  own  definition  of  that 
term  (page  43).  It  is  important,  however,  that  the  attacks,  once 
started,  may  continue  as  an  “asthma  habit.”  Some  psychiatrists 
(e.g.,  Culpin)  stress  the  possible  importance  of  early  conditioned 
reflexes.  They  say  that  during  the  first  attack  possibly  some  par¬ 
ticular  emotional  situation  was  aroused,  and  that  this  psychological 
factor  at  that  time  became  so  linked  up  with  some  other  element  in 
that  original  situation,  as  the  odor  of  a  flower,  the  dandruff  of  a 
horse,  etc.,  that  later  the  latter  alone  is  capable  of  inducing  the 
attacks.  As  an  illustration  that  perceptions  alone  can  produce  at¬ 
tacks  of  asthma,  Culpin  mentions  an  eminent  physiologist  who  had 
a  mild  attack  each  time  he  saw  a  melon,  or  even  the  picture  of  one, 
although  he  could  eat  that  fruit  with  impunity.  This  patient  re¬ 
garded  his  trouble  as  a  reflex  that  had  been  conditioned  at  some 
time  in  the  past  by  an  unknown  cause.  That  the  asthma  attack  is 
essentially  a  greatly  exaggerated  normal  reflex  designed  to  protect 
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the  lung  from  noxious  fumes  or  dusts  is  not  an  improbable  sup¬ 
position.  That  the  asthma  attacks  of  children  often  are  pure  nasal 
reflexes  is  granted  by  many  (page  105).  In  persons  constitution¬ 
ally  predisposed  by  “inheritance,”  or  by  the  injury  left  by  some  past 
diseases  (page  98),  or  created  by  some  present  infection  (as  sinus¬ 
itis,  bronchitis),  or  by  long-continued  exposure  to  mildly  irritating 
dusts,  this  normal  reaction,  although  normally  not  perceived,  if 
frequently  repeated,  might  well  induce  a  hypersensitiveness  of  the 
nervous  mechanisms  involved  (page  96)  which  would  make  later 
attacks  easy  to  arouse. 

In  this  way  we  might  explain  the  specificity  of  the  stimuli  so 
often  evident,  also  the  multiple  sensitiveness  which  practically  all 
extrinsic  patients  show.  To  us,  constitutional  tissue  inferiority 
(page  44)  seems  the  most  likely  suggestion.  It  is  of  great  interest 
that  in  the  Orient,  where  allergic  manifestations  are  rare,  paroxys¬ 
mal  asthma  is  very  common  in  some  grain-raising  regions,  as  in 
Siam  (but  why  not  hay  fever,  we  cannot  answer).  Those  who 
inherit  a  general  nervous  instability  might  well  develop  psycho¬ 
genic  and  reflex  asthmas.  This  theory  would  explain  also  the  fre¬ 
quent  occurrence  of  asthma  in  those  families  in  which  other  aller¬ 
gies  also  are  common. 

Morbid  Anatomy. — While  early  in  a  case  of  idiopathic  asthma  the  lungs 
between  attacks  are  normal,  yet  it  is  inevitable  that  if  the  attacks,  with  their 
inevitable  bronchitis,  recur  frequently,  some  tissue  changes  must  develop : 
some  thickening  of  the  bronchial  walls ;  emphysema ;  infection  of  the  peri¬ 
bronchial  lymph  nodes ;  etc.  Brown  induration  of  the  lungs  (the  result  of 
emphysema  and  hypertension  of  the  pulmonic  circulation)  is  seen  in  long 
standing,  severe  cases.50  The  bronchial  walls  are  infiltrated  by  eosinophilic 
cells. 

Prognosis. — The  asthma  attacks,  severe  in  10  to  20  percent  of 
all  cases,  may  become  so  intractable  to  all  forms  of  treatment  that 
the  patient,  suffering  from  agonizing,  exhausting  dyspnea,  becomes 
desiccated,  cyanotic,  semiconscious  and  even  dies.33 

Treatment. — It  should  be  remembered  that  asthma  is  a  syn¬ 
drome  due  to  many,  and  widely  different,  causes,  each  of  which  may 
indicate  different  therapies.  The  earlier  the  treatment  is  begun  the 
better,  since  then  there  is  less  danger  of  the  formation  of  an 
“asthma  habit.”  Neurotic  children  should  be  separated  from  the 
immediate  company  of  those  suffering  from  this  disease,  and  if 
possible  be  sent  to  special  open-air  sanitaria  where  psychotherapy 
also  may  be  employed. 

The  avoidance  of  certain  foods,  of  certain  face  powders,  or  of 
proximity  to  the  animals  to  which  the  patient  is  sensitive,  etc., 
sometimes  is  an  aid  in  treatment,  but  rarely  is  enough  to  effect  a 
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cure.  Indeed,  the  elimination  from  the  diet  of  those  proteids  to 
which  the  patient’s  skin  is  definitely  hypersensitive  has  proved  suc¬ 
cessful  therapy  in  only  3  percent  of  the  cases  (Asthma  Research 
Council).  Sometimes  a  change  to  a  different  room,  or  even  to  an¬ 
other  bed  in  the  same  room,  is  sufficient  to  stop  the  attacks.  The 
fact  that  these  so  often  occur  at  night  only,  suggests  the  examina¬ 
tion  of  the  bedroom  for  an  extrinsic  cause :  the  pillows,  mattress, 
etc. 

The  treatment  of  pollen  asthma,  as  well  as  of  hay  fever,  in  air- 
conditioned  rooms  (the  air  cooled,  but,  more  important,  filtered  free 
of  pollens  and  dust)  promptly  stops  hay  fever  and  will  in  twelve 
hours  considerably  relieve  asthma.  This  measure  seems  to  be  of 
value  chiefly  as  a  means  of  determining  the  pollens  at  fault,34  for 
the  attacks  return  at  once  after  the  patient  returns  to  the  untreated 
air.  Such  patients  should  be  moved  to  new  surroundings,  especially 
to  a  high  dry  climate.  Cas'es  of  intrinsic  asthma,  however,  get  no 
benefit  in  such  rooms  or  from  a  change  in  climate. 

The  rules  for  diet  recommended  for  all  asthma  patients  by  the  London 
Research  Council  include  the  following:  three  regular  meals  each  day,  the 
last  to  be  the  smallest  and  to  be  eaten  at  least  three  hours  before  bedtime; 
the  food  to  be  eaten  slowly  and  chewed  thoroughly;  breakfast  to  include 
plenty  of  fruit  and  honey;  pastry  and  cakes  to  be  avoided;  all  bread  to  be 
toasted  and  to  be  buttered  while  cold ;  eggs,  shellfish,  strawberries  and  rasp¬ 
berries  to  be  avoided,  unless  the  patient  already  has  proved  their  harmless¬ 
ness  in  his  case.  At  eleven  o’clock  in  the  forenoon,  the  patient  is  required  to 
drink  a  glass  of  lemonade  or  milk;  and,  at  five  in  the  afternoon,  a  glass  of 
milk  or  weak  tea,  each  of  which  drinks  is  to  contain  an  ounce  of  powdered 
lactose.  With  these  lunches  no  solid  food  is  allowed. 

Stoesser  35  found  that  the  ketogenic  diet  has  no  value  in  the  treat¬ 
ment  of  asthma,  but  finds  that  a  high  carbohydrate  diet  combined 
with  large  water  intake  does  help.  In  severe  cases,  glucose  admin¬ 
istered  intravenously  is  almost  as  helpful  as  is  epinephrine.  The 
reason  for  this  is  not  clear.  Some  think  it  helps  the  body  to  use 
protein  better;  others,  that  it  is  of  benefit  to  the  liver,  an  organ 
important  in  immunity  production ;  still  others,  that  hyperglycemia 
itself  is  of  value,  and  call  attention  to  the  fact  that  adrenalin  injec¬ 
tions  also  raise  the  blood  sugar.  Liver  therapy  and  the  administra¬ 
tion  of  hydrochloric  acid  to  correct  any  deficiency  of  acid  in  the 
gastric  juice,  both  have  met  with  some  success.  Adrenalin  chlor¬ 
ide,36  0.25  cc.  of  a  1 : 1000  solution  injected  subcutaneously,  can 
control  for  a  time,  varying  from  minutes  to  hours,  almost  any 
attack  of  asthma.  This  therapy,  if  desired,  can  be  repeated  at 
half-hour  intervals.  Ephedrine  sulphate  or  hydrochloride,  from 
3  to  50  milligrams  by  mouth  or  hypodermically,  and  given  three 
times  a  day  or  simply  at  bedtime,  has  come  into  general  use  in 
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asthma  treatment.  Its  action  is  like  that  of  epinephrine,  but  the 
results  of  its  use  are  much  less  dependable. 

The  inhalation  of  the  smoke  of  burning  stramonium  leaves  often 
relieves  the  bronchial  spasm  and  edema  of  asthma.  Certain  nasal 
and  throat  sprays,  steam,  plain  or  medicated  with  tincture  of  ben¬ 
zoin,  also  are  helpful.  Atropine  (belladonna),  by  paralyzing  the 
vagus  endings,  may  stop  the  bronchial  spasm.  Benzyl  benzoate  sel¬ 
dom  is  efficacious.  Morphine  is  rarely  if  ever  indicated;  also, 
death  has  followed  its  injection.  Ipecac  and  sodium  iodide  are  of 
value  in  the  treatment  of  asthma  associated  with  chronic  bronchitis 
and  emphysema. 

Autogenous  vaccines,  mixed  pollen  extracts,  and  nonspecific 
proteids,37  have  been  extensively  used,  and  often  with  benefit  for 
the  prevention  of  asthma  attacks.  Hansen  38  reported  that  28  per¬ 
cent  of  the  cases  treated  with  mixed  pollen  extracts  were  relieved 
completely;  42  percent,  considerably;  20  percent,  slightly;  but  10 
percent,  not  at  all.  Auld,39  who  used  peptones,  believes  that  non¬ 
specific  proteids  are  better  than  those  more  specific.  The  thera¬ 
peutic  value  of  the  above-mentioned  biologic  products  is  about 
equal,  the  results  in  each  case  varying  directly  with  the  severity  of 
the  reactions  thus  obtained.  Even  diphtheria  antitoxin  (  !)  and 
tuberculin40  have  been  recommended.  Of  greatest  interest  at 
present,  however,  is  the  claim  that  the  subcutaneous  injection  of  the 
protoese  found  in  the  urine  of  asthma  patients  (see  page  101)  does 
effect  a  cure. 

Some  intrinsic  cases  of  asthma  have  been  cured  by  operation  on 
the  gall  bladder  and  by  the  extraction  of  bad  teeth,  but  more 
patients,  and  especially  children,  have  been  helped  (  50  percent  were 
cured  and  in  another  25  percent  the  results  were  good  41 )  by  the 
thorough  treatment  of  intranasal  abnormalities  and  infections.42 
Operations  on  the  sympathetic  nervous  system  have  also  met  with 
some  success,  but  similar  cases,  used  as  controls,  recovered  without 
this  (Rackemann).  Since  general  anesthesia  alone  has  greatly  re¬ 
lieved  some  cases  of  asthma,  this  has  been  suggested  as  a  therapy. 
It  may  have  explained  the  success  of  many  of  the  operations  per¬ 
formed  to  cure  this  condition.43 

Physical  therapies  also  have  their  place.  Hyperthermia,  induced 
as  in  the  treatment  of  general  paresis,  has  been  found  of  value  espe¬ 
cially  in  the  intractable  cases.44  (In  this  connection  it  is  of  interest 
that  some  cases  of  asthma  have  ceased  following  an  acute  febrile 
|  disease ;  other  cases  of  asthma,  however,  have  followed  acute 
fevers.)  X-ray  exposures  of  the  chest  would  seem  to  have  aided 
about  two-thirds  of  the  cases,45  but  possibly  the  relief  thus  obtained 
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was  due  to  the  resolution  of  the  mediastinitis  and  peribronchial 
thickening  usually  present.  The  removal  by  bronchoscopy,  during 
the  attack,  of  the  tenacious  mucus  has  been  recommended.46 

In  all  cases,  however,  psychotherapy  may  be  of  more  value  than 
generally  is  believed.  By  means  of  it  we  may  hope  to  prevent  the 
formation  of  the  asthma  habit  in  predisposed  children,  to  relieve 
any  hysterical  element  present  (see  page  99),  and  to  decrease  the 
number  of  attacks  in  well-established  cases. 

Massive  Collapse  of  the  Lung. — The  suggestion  that  massive 
pulmonary  atelectasis  may  in  some  way  be  related  to  the  psycho¬ 
neuroses  may  cause  some  surprise,  and  yet  in  certain  cases  of  it,  as 
in  asthma,  the  bronchiospasm  and  the  secretion  of  viscid  mucus 
present  suggest  autonomic  visceral  reactions.47  The  ten  post¬ 
operative  cases  which  Wilmer,  Cole  and  Lee  reported,48  all  were  in 
allergic  patients,  and  the  secretion  which  closed  their  bronchi  was 
a  viscid  mucus  similar  to  that  seen  in  asthma.  This  secretion  may 
be  removed  through  a  bronchoscope.  The  introduction  of  the 
bronchoscope  alone  has  relieved  some  cases,  as,  also,  has  the  an¬ 
esthetizing  of  the  pharynx  and  cords  preliminary  to  its  introduc¬ 
tion.  In  one  case  of  massive  collapse,  however,  the  bronchus  was 
found  occluded  by  a  swelling  of  the  mucosa  which  suggested  angio¬ 
neurotic  edema,49  possibly  a  related  condition. 

Paroxysmal  Coughing. — The  night  attacks  of  paroxysmal 
coughing  without  sputum,  sometimes  so  severe  that  they  suggest 
whooping  cough,  may  in  some  cases  be  psychoneurotic,  but  often 
are  due  to  inflammation  of  the  mucous  membrane  of  the  trachea  at 
its  bifurcation,  which  arises  from  the  infected  lymph  nodes  in  or 
near  its  wall.  This  cough,  and  the  months-long  fever  which  this 
infection  causes,  often  interpreted  as  indicating  tuberculosis,  ex¬ 
plain,  in  no  few  cases,  the  malaise  of  psychoneurotic  patients,  and 
serve  as  the  physical  basis  for  various  psychasthenic  states,  espe¬ 
cially  phthisiophobia. 

The  treatment  of  this  condition,  in  addition  to  due  attention  to 
all  infection  present,  especially  those  of  the  tonsils  and  posterior 
paranasal  sinuses,  includes  :  cod  liver  oil  and  the  syrup  of  the  iodine 
of  iron ;  and,  after  the  above-mentioned  focal  infections  shall  have 
been  removed,  exposure  of  the  chest  to  ultraviolet  light,  or  mild 
x-ray  treatment  of  the  mediastinal  region. 
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CHAPTER  XII 


THE  CARDIOVASCULAR  SYSTEM 

Of  all  the  systems  of  the  body,  the  cardiovascular  stands  pre¬ 
eminent  in  the  production  of,  and  in  providing  the  symptoms  of, 
psychoneurotic  syndromes.  One  reason  for  this  is  that  its  func¬ 
tions  respond  very  sensitively  as  well  as  consciously  to  emotional 
stimuli,  while  the  symptoms  of  its  dysfunctions  are  particularly 
apt  to  arouse  fear.  While  organic  heart  troubles,  early  in  their 
development,  too  often  are  regarded  as  merely  “neurasthenic”  in 
nature,  psychoneurotic  persons,  on  the  other  hand,  are  inclined  to 
regard  as  evidence  of  organic  disease  any  circulatory  symptoms 
they  may  have,  and  some  of  them  have  many.  The  syndromes  of 
organic  cardiovascular  diseases  often  include  conspicuous  psychic 
components,  which  may  even  mask  the  underlying  condition ;  while 
functional  circulatory  disturbances  are  features  of  some  of  the 
psychoneuroses  and  psychoses.  The  fear  of  heart  and  arterial  dis¬ 
eases  is  the  basis  of  many  a  phobia.  Indeed,  a  careless  remark  con¬ 
cerning  the  heart,  made  by  a  physician,  may  precipitate  a  cardiac 
neurosis  in  a  patient  without  any  heart  lesion,  or  previous  fear  of 
one.  Further,  cardiovascular  reflexes  emotional  in  origin  may  lead 
to  serious,  even  fatal,  consequences. 

THE  HEART  RATE 

In  nervously  unstable  individuals,  the  balance  maintained  in  the 
sino-auricular  node  between  the  sympathetic  and  vagus  systems 
often  is  temporarily  disturbed.  Such  emotions  as  fear,  surprise, 
etc.,  often  produce  tachycardia,  while  of  anxiety  states,  brady¬ 
cardia  and  frequent  extrasystoles  are  common  symptoms.  Such 
functional  disturbances  in  the  cardiac  rate  and  rhythm  must  be 
carefully  distinguished  from  those  more  serious,  which  often  is  a 
difficult  problem. 

Simple  Tachycardia. — Simple  tachycardia  is  the  term  applied 
to  any  persistent  increase  in  the  rate  of  beat  of  a  heart  the  mech¬ 
anism  of  whose  action  remains  normal,  that  is,  under  the  control 
of  the  sino-auricular  node.  Such  tachycardia  may  be  evidence  of  a 
weakening  of  the  vagal,  or  of  an  increase  of  the  sympathetic,  con- 
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trol  of  this  center,  or  of  changes  in  blood  chemistry,  as  when  the 
thyroxin  or  adrenalin  output  is  increased.  Simple  tachycardia  is  a 
cardinal  symptom  of  exophthalmic  goiter;  it  is  present  in  many 
nervous  women  at  the  time  of  the  menopause ;  it  is  a  special  feature 
of  certain  anxiety  states  (see  page  323),  of  the  effort  syndrome 
(see  page  126),  and  of  some  of  the  psychoses.  It  is  characteristic 
of  this  type  of  tachycardia  that  the  heart  rate  varies  definitely  with 
changes  in  the  patient’s  physical  attitudes,  muscular  exertions,  and 
emotional  states.  It  rises  when  he  stands  erect,  falls  when  he  lies 
down,  and  becomes  slower  still  while  he  sleeps ;  it  is  increased  by 
physical  exertion  and  by  the  ingestion  of  food ;  it  is  definitely  af¬ 
fected  by  changes  in  his  emotions ;  it  always  rises  in  response  to  a 
whiff  of  amyl  nitrite. 

The  treatment  of  simple  tachycardia  obviously  depends  upon 
its  cause.  All  foci  of  infection  should  be  eliminated  ;  hyperthyroid¬ 
ism,  if  present,  should  be  treated ;  and  every  measure  employed  to 
restore  the  stability  of  the  nervous  system.  Bromides  are  especially 
useful  in  those  cases  associated  with  the  menopause. 

All  other  forms  of  tachycardia  with  regular  heart  rhythm  are  the 
results  of  disturbances  in  the  mechanism  involved  in  the  heart’s 
action.  Among  them  are  paroxysmal  tachycardia  and  auricular 
flutter,  mild  cases  of  which  frequently  are  parts  of,  or  may  lead  to, 
psychoneurotic  syndromes. 

Paroxysmal  Tachycardia. — In  paroxysmal  tachycardia  the 
heart  rate  suddenly,  that  is,  between  two  beats,  either  doubles  or 
trebles.  The  new  rhythm  is  very  regular,  its  rate  usually  between 
160  and  200  per  minute.  This  fast  rate  continues  for  from  a  few 
minutes  to  a  day  or  even  longer,  at  the  end  of  which  time  the 
normal  rate  is  just  as  abruptly  restored.  During  these  attacks  the 
heart  is  not  under  the  control  of  the  sino-auricular  node,  and, 
therefore,  its  rate  is  not  modified  by  the  same  factors  efficient  in 
the  simple  form. 

Paroxysmal  tachycardia  may  be  a  feature  of  various  organic 
heart  diseases,  rheumatic  mitral  stenosis  especially.  Our  interest 
now,  however,  lies  in  the  idiopathic  type  of  this  syndrome,  a  condi¬ 
tion  presented  throughout  life  by  persons  whose  heart  between  the 
attacks  is,  so  far  as  we  can  determine,  quite  normal.  The  under¬ 
lying  cause  of  this  tachycardia  is  not  known,  but  the  natural  as¬ 
sumption  is  made  that  during  the  paroxysms  the  heart  action  is 
dominated  by  some  abnormal  focus  of  control.  Its  attacks  may 
begin  at  any  age,  but  they  are  most  numerous  during  the  third  and 
fourth  decades  of  life.  They  may  be  provoked  by  a  great  variety 
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of  factors,  but  by  exercise  and  emotional  disturbances  especially. 
Of  particular  interest  to  us  are  those  paroxysms  which  seem  the 
equivalents  of  migraine  headaches  (page  55). 

The  symptoms  which  accompany  attacks  of  paroxysmal  tachy¬ 
cardia  depend  largely  on  the  personality  of  the  patient.  Some 
scarcely  notice  them;  others  have  a  feeling  of  inadequate  heart 
action,  or  of  “heart  flutter”;  nervous  subjects,  especially  women, 
feel  undue  anxiety;  some  persons  become  pale,  sweat,  and  feel 
weak ;  a  few  suffer  fairly  typical  anginal  pains.  In  about  20  per¬ 
cent  of  all  cases  the  attacks  are  accompanied  by  mental  symptoms 
(anxiety,  depression,  agitation,  mental  and  physical  exhaustion; 
occasionally,  by  hysterical  manifestations;  rarely  by  a  wild  delir¬ 
ium)  ;  and  in  about  15  percent  of  them,  by  nervous  symptoms  (diz¬ 
ziness,  vertigo,  syncopal  attacks,  temporary  blindness  and  scoto¬ 
mata,  convulsive  seizures,  parasthesias,  pains  and  temporary 
aphasia).  Attacks  which  are  ushered  in  by  some  of  the  above- 
mentioned  mental  states  may  be  overlooked  or  misinterpreted,  and 
for  years  the  patient  be  treated  for  an  anxiety  cardiac  neurosis,1 
which  is  not  surprising,  since  emotional  factors  often  precipitate 
attacks  of  paroxysmal  tachycardia,  while  simple  tachycardia  is  a 
common  feature  of  various  psychic  disturbances. 

In  the  diagnosis  of  paroxysmal  tachycardia  it  is  very  important 
that  the  attacks  occur  following  some  unknown  or  at  least  some 
trivial  stimulus,  that  they  both  begin  and  end  abruptly,  and  that  in 
the  interim  between  them  the  heart,  as  far  as  can  be  determined,  is 
quite  normal. 

Treatment. — During  an  attack  of  paroxysmal  tachycardia  the 
patient  usually  rests  in  that  posture  which  gives  him  greatest  ease ; 
usually  in  the  lying  posture  and  well  supported  on  pillows.  Some, 
however,  prefer  to  sit  or  to  stand.  Each  patient  discovers  some 
simple  measures  which  occasionally  check  his  attacks,  as  pressure 
against  the  eyeballs,  pressure  over  the  vagus  nerves,  the  swallow¬ 
ing  of  solid  foods,  the  assumption  of  some  unusual  posture,  as  sit¬ 
ting  with  the  head  between  the  knees,  the  induction  of  nausea,  an 
ice-bag  on  the  precordium,  and,  most  successful  of  all,  deep  pres¬ 
sure  applied  for  ten  or  twenty  seconds  just  below  the  angle  of  the 
jaw,  successively  over  the  right  and  then  over  the  left  carotid 
artery.  As  a  rule,  however,  all  such  procedures  fail.  Quinidine 
given  by  mouth,  or,  if  cautiously,  intravenously  in  to  3-grain 
doses,  is  the  only  drug  of  value  while  an  attack  is  in  progress. 
Digitalis  should  be  prescribed  after  the  long-continued  ones  are 
over.  For  severe  pain,  or  if  the  paroxysm  is  unusually  long-con¬ 
tinued,  morphia  may  be  indicated. 
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Between  attacks,  the  patient  should  avoid  all  those  conditions 
which  experience  has  taught  him  may  precipitate  them.  Scrupu¬ 
lous  attention  should  be  paid  to  general  health,  and  especially  to 
oral  and  pharyngeal  sepsis.  The  diet  must  be  orderly;  dyspeptic 
troubles  remedied ;  and  tobacco  used  little,  or  not  at  all.  Quinidine, 
three  grains,  two  or  three  times  daily  and  continued  for  months, 
sometimes  forestalls  further  attacks,  or  at  least  reduces  their 
number.  In  all  cases,  the  general  treatment  for  the  psychoneuroses 
is  of  value. 

Auricular  Flutter. — Auricular  flutter  (auricular  tachycardia), 
the  auricles  contracting  from  260  to  320  times  per  minute  and  the 
ventricles  responding  to  each  second  or  third  of  these  stimuli,  is  a 
persistent  condition  seen  in  elderly  persons  especially,  which  is 
much  more  serious  than  is  paroxysmal  tachycardia,  since  it  seems 
never  to  develop  in  an  otherwise  normal  heart,  although,  of  the 
underlying  cardiac  trouble,  flutter  may  be  the  first,  and  in  some 
cases  later  the  only,  sign. 

In  this  condition  the  auricles,  it  is  believed,  are  stimulated  by  a  "wave  of 
contraction  which  circulates  continuously  and  regularly  through  their  walls 
(the  so-called  “circus”  movement). 

Auricular  flutter  is  to  be  suspected  if  the  pulse  rate  is  persistently 
120  or  over,  and  is  not  materially  modified  by  rest,  by  physical 
exertion,  or  by  the  emotions ;  if  during  the  course  of  a  tachycardia 
the  pulse  rate  changes  frequently  and  abruptly,  sometimes  falling 
to  normal,  but  with  frequent  repetition  of  precisely  the  same  high 
rates ;  and  if  brief  attacks  of  tachycardia  occur  which  are  accom¬ 
panied  by  palpitation  or  by  transient  losses  of  consciousness.  Of 
particular  significance  is  the  sudden  and  precise  doubling  of  the 
heart  rate  following  slight  exertion  of  a  patient  whose  pulse  usually 
is  fast.  Another  important  characteristic  is  that  intense  emotion  or 
strenuous  exertion  is  frequently  followed  by  syncope,  the  result, 
probably,  of  the  attempt  of  the  ventricles  to  rise  to  the  full  auricular 
rate,  which  of  course  is  impossible.  In  a  few  cases  auricular  flutter 
occurs  in  short  paroxysms,  which  may  be  confused  with  those  of 
idiopathic  paroxysmal  tachycardia. 

Auricular  flutter  if  untreated  continues  indefinitely,  often  with 
little  or  no  trouble  to  the  patient.  The  prognosis  depends  on  the 
cardiac  reserve. 

That  remedy  which  controls  auricular  flutter  best  is  digitalis 
in  the  largest  doses  consistent  with  safety  and  continued  over  long 
periods  of  time.  If  under  such  medication  the  flutter  gives  place 
to  fibrillation  the  digitalis  should  be  stopped,  whereupon  the  rhythm 
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usually  at  once  becomes  normal.  Quinidine  also  has  been  tried,  but 
without  much  success. 

Bradycardia. — Transitory  bradycardia  with  the  pulse  rate  regu¬ 
lar  is  a  usual  accompaniment  of  common  fainting  attacks,  of  vomit¬ 
ing,  and  of  attacks  of  giddiness  of  middle  ear  origin.  In  these 
conditions  it  is  due  to  vagal  dominance.  Of  different  origin,  how¬ 
ever,  are  the  simple  bradycardias  seen  during  the  convalescence 
from  acute  illness,  especially  typhoid,  in  cases  of  jaundice,  and 
those  due  to  gross  cerebral  lesions,  as  tumor,  apoplexy  and  menin¬ 
gitis. 

Simple  bradycardia,  the  pulse  rate,  while  the  body  is  at  rest, 
continuously  between  50  and  70  per  minute,  and  the  entire  heart, 
itself  quite  healthy,  participating  in  this  slow  action,  is  normal  to 
some  perfectly  healthy  persons,  but  especially  to  youths,  to  ath¬ 
letes,  and  to  those  in  advancing  years.  Those  forms  of  it  which 
interest  us  especially,  however,  are  the  simple  bradycardias  of  un¬ 
recognized  myxedema  and  of  certain  forms  of  psychic  depression. 
The  proof  that  a  bradycardia  is  simple  is  given  by  an  increase  in 
the  heart  rate  following  exercise,  excitement,  and  the  administra¬ 
tion  of  such  drugs  as  atropine  and  amyl  nitrite,  all  of  which  demon¬ 
strate  that  the  heart  is  under  control  of  the  sino-auricular  node. 

All  bradycardias  with  regular  pulse  other  than  the  simple  are  the 
results  of  disturbances  of  the  mechanism  which  controls  the  heart 
beat.  In  them,  the  whole  heart  does  not  participate  in  its  slow 
ventricular  action.  The  only  important  example  of  this  is  heart- 
block  when  complete  (page  116),  and  when  partial,  provided  the 
ventricle  responds  regularly  to  each  second  beat  of  the  auricle 
(2:1  heart-block).  This  latter  condition,  however,  usually  is 
transitory;  a  slow  but  irregular  pulse  rate  is  the  rule. 

CARDIAC  IRREGULARITIES 

Irregularities  in  cardiac  rhythm  present  to  psychoneurotic  pa¬ 
tients  the  heart  as  a  favorite  focus  for  emotional  interest.  Those 
forms  which  we  now  are  to  consider  are  sinus  arrhythmia,  the 
intermittent  pulse  due  to  extrasystoles,  auricular  fibrillation,  and 
heart-block. 

Sinus  Arrhythmia. — Sinus  arrhythmia,  the  pulse  rate  quick¬ 
ened  during  inspiration  and  slowed  during  expiration,  is  normal 
to  children  (hence  the  term  “juvenile  arrhythmia”)  and  to  some 
adults.  While  in  the  latter  it  cannot  be  considered  as  entirely  nor¬ 
mal,  yet  no  significance  can  as  yet  be  assigned  to  its  presence,  ex¬ 
cept  that  in  psychoneurotic  patients  it  does  arouse  anxiety.  In  the 
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production  of  sinus  arrhythmia,  the  mechanism  of  heart  action 
remains  normal.  It  is  almost  always  associated  with  high  vagal 
tone  and,  therefore,  with  a  relatively  slow  pulse  rate.  It  may  be 
confused  with  auricular  fibrillation,  but  the  irregularity  of  the 
latter  has  no  particular  relation  to  respiration;  also,  that  of  the 
former  disappears  when  the  heart  rate  is  materially  raised,  as  by 
exercise  or  amyl  nitrite. 

The  Intermittent  Pulse. — The  most  common  pathological  form 
of  irregular  heart  action  is  the  intermittent  pulse,  due  usually  to 
extrasystoles,  and,  rarely,  to  partial  heart-block.  An  extrasystole 
is  a  premature  beat.  One  which  arises  in  the  auricle  replaces  the 
next  natural  beat  of  both  auricle  and  ventricle ;  if  in  the  ventricle, 
the  ventricle  beat  alone  will  either  be  dropped  or  so  weak  that  it  does 
not  open  the  aortic  valve,  in  which  case  during  the  intermission  one 
hears  the  first,  but  not  the  second,  heart  sound.  If,  however,  heart- 
block  causes  the  intermission,  the  ventricle  is  silent  during  the  entire 
pause.  It  is  the  pause  following  an  extrasystole  and  the  unusually 
strong  next  beat  which  distress  the  nervous  patient.  Some  say  that 
the  heart  “stops” ;  others,  that  it  “jumps.”  Frequent  and  regular 
intermissions  in  the  heart  action,  due  either  to  extrasystoles  or  to 
partial  heart-block,  may  result  in  coupling  or  group-beating.  Thus, 
if  each  third  beat  fails  we  have  the  bigeminal  pulse;  if  every 
fourth,  the  trigeminal  pulse.  Such  coupling  when  due  to  extra¬ 
systoles  disappears  on  exercise,  but  not  that  due  to  heart-block. 

Extrasystoles  are  common  in  many  pathological  conditions :  in 
cases  of  serious  heart  diseases,  especially  mitral ;  in  various  chronic 
disorders  other  than  cardiac,  as  during  the  course  of  any  of  the 
exanthemata  and  in  association  with  focal  infections ;  and  follow¬ 
ing  the  administration  of  large  doses  of  digitalis  or  allied  drugs. 
Among  the  functional  conditions  in  which  they  are  common  are : 
the  excessive  use  of  tobacco,  coffee,  tea,  etc.,  in  which  cases  they 
may  occur  in  groups;  in  association  with  indigestion;  following 
exercise ;  after  heavy  meals,  and  at  night,  shortly  after  going  to  bed. 
In  all  such  cases,  however,  auricular  fibrillation  must  be  excluded. 
Extrasystoles  are  complained  of  by  many  apparently  healthy  per¬ 
sons  of  all  ages,  but  especially  during  the  later  periods  of  life;  by 
women  in  particular,  and  by  men  greatly  fatigued.  In  these  pa¬ 
tients  a  few  extrasystoles  may  occur  each  day,  or  they  may  be 
numerous  for  hours,  days,  or  even  years. 

Extrasystoles  occurring  in  the  more  serious  heart  conditions,  as 
mitral  disease,  may  pass  unnoticed  by  the  patient,  and,  if  so,  his 
attention  should  not  be  called  to  them.  Other  patients,  however, 
are  more  or  less  conscious  of  them ;  to  some,  they,  when  numerous, 
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cause  suffering,  actual  distress,  a  cold  sweat  and  sometimes  a  faint¬ 
ing  attack.  The  psychoneurotic  patient  especially  is  greatly  wor¬ 
ried  by  them ;  he  is  sure  he  has  heart  disease.  Their  sudden  ap¬ 
pearance  may  be  the  first  sign  of  improvement  in  an  obsessional 
state  (page  341). 

Treatment. — Extrasystoles  which  produce  no  symptoms  require 
no  treatment.  The  nervous  patient  should  be  encouraged  to  ignore 
them.  Sometimes  the  provocative  causes,  as  excessive  smoking, 
overwork,  flatulence,  constipation,  infection,  etc.,  can  be  detected 
and  removed.  The  only  drug  that  is  efficient  to  stop  them  is  quin- 
idine  (page  115),  but  its  use  should  be  restricted  to  those  patients 
whom  they  greatly  disturb.  Digitalis  should  not  be  used.  Am¬ 
monium  bromide,  in  doses  of  15  to  30  grains  or  more  a  day,  often 
will  lessen  or  abolish  them,  and  is  a  valuable  remedy  for  patients 
upset  by  them  or  whom  they  keep  awake. 

Auricular  Fibrillation. — Auricular  fibrillation,  one  of  the  com¬ 
monest  and  the  only  persistent  pathological  form  of  disorderly 
heart  rhythm,  is  cardiac  irregularity  due  to  disturbed  auricular 
action.  It  produces  a  pulse  with  a  rate  usually  between  100  and 
140  (but  which  may  reach  180  or  even  200  a  minute)  and  very 
irregular  both  in  force  and  rhythm  (delirium  cordis). 

In  fibrillation,  because  of  some  intrinsic  cardiac  fault,  the  sino-auricular 
node  loses  control,  and  a  wave  of  contraction  would  seem  to  circulate  con¬ 
tinuously  through  the  auricle  (the  so-called  circus  movement),  but  in  a 
much  faster  rhythm  and  over  a  much  more  variable  path  than  in  flutter,  thus 
sending  a  medley  of  stimuli  to  the  ventricles. 

The  factors  which  control  fibrillation  are  not  always  entirely  intracardiac. 
For  illustration,  the  fibrillation  of  one  woman,  which  had  been  present  for 
years,  stopped  abruptly  following  the  transduodenal  drainage  of  the  gall 
bladder.  In  a  few  hours,  however,  it  returned.  This  suggests  a  vagal  in¬ 
fluence. 

Auricular  fibrillation  has  been  noted  from  childhood  on,  but  it  is 
extremely  rare  before  12  years  of  age.  The  most  of  the  patients 
who  have  it  are  between  20  and  40  years  old,  but  the  tendency  to 
it  increases  greatly  with  age,  and  usually  in  association  with  de¬ 
generative  heart  changes.  It  is  a  common  complication  of  hyper¬ 
thyroidism;  in  isolated  attacks  it  sometimes  develops  during  the 
course  of  acute  infections,  as  severe  tonsillitis,  cholecystitis,  ap¬ 
pendicitis,  pneumonia,  and  infective  endocarditis  which  has  spared 
the  heart  valves.  Many  patients  with  fibrillation,  however,  have 
no  other  evidence  of  cardiac  or  systemic  disease.  Some  of  these 
give  a  history  of  rheumatism ;  others  say  that  it  started  during  an 
attack  of  acute  tonsillitis.  Such  persons  may  lead  long,  active  lives, 
disturbed  only  by  their  knowledge  of  its  presence.  They  have  no 
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breathlessness  on  exercise,  although  possibly  their  respiratory  re¬ 
serve  is  slightly  limited. 

Two  physicians  of  our  acquaintance,  when  last  we  saw  them,  had  had, 
following  a  trivial  upper  respiratory  infection,  continuous  fibrillation,  the 
one  for  ten,  the  other  for  twelve,  years.  Both  were  active  men  who  stated 
that  they  would  not  know  of  this  condition  did  they  not  feel  their  pulse. 
Both  of  them  at  the  onset  had  been  told  that  “they  had  not  over  two  years  to 
live.,, 

The  majority  of  patients  with  fibrillation  the  only  sign  of  heart 
trouble,  however,  are  persistently  breathless,  and  especially  so  after 
exertion.  Others  feel  a  “palpitation”  or  "fluttering”  in  the  chest, 
sensations  quite  similar  to  those  of  paroxysmal  tachycardia.  Very 
few,  however,  are  conscious  that  the  heart  is  irregular.  In  elderly 
subjects,  whose  rate  of  ventricular  beating  usually  is  not  high, 
fibrillation  often  passes  unnoticed.  Patients  with  even  the  severest 
forms  of  it  are  relatively  exempt,  though  not  entirely  so,  from 
anginal  pain. 

Auricular  fibrillation  is  easily  recognized  on  electrocardiographic 
records,  and  clinically  by  a  pulse  which  presents  a  medley  of  beats 
which  vary  in  force  and  are  most  unevenly  spaced.  Since  all  beats 
tend  to  be  weak  when  their  rate  is  rapid,  and  since  weak  beats,  as, 
for  example,  extrasystoles,  may  fail  to  reach  the  wrist,  the  diagnosis 
of  fibrillation  sometimes  is  difficult.  If,  however,  the  rate  of  an 
irregular  pulse  is  140  or  over,  fibrillation  is  the  condition  usually 
present ;  for  sinus  arrhythmia  disappears  when  the  rate  surpasses 
100,  extrasystoles,  when  it  exceeds  120,  and  the  irregularity  present 
in  cases  of  auricular  flutter,  almost  always  when  it  surpasses  130. 
If,  however,  the  rate  in  a  case  of  fibrillation  is  below  120  when  the 
patient  is  resting,  the  above  sign  becomes  less  reliable,  but  any 
uncertainty  can  be  removed  by  raising  it  by  exercise  or  with  the 
aid  of  amyl  nitrite.  In  all  cases  of  paroxysmal  fibrillation  the  pos¬ 
sibility  of  hyperthyroidism  should  be  held  in  mind. 

Treatment. — Auricular  fibrillation,  if  paroxysmal,  is  best  con¬ 
trolled  by  quinidine  administered  for  one  week  in  6-grain  (0.4 
gram)  doses,  three  times  daily,  and  twice  during  the  night.  This 
dose  may,  if  necessary,  be  raised  gradually  to  double  that  amount, 
provided  no  unpleasant  symptoms  arise.  Later,  this  drug,  in  doses 
of  5  grains  twice  a  day,  should  be  continued  indefinitely. 

For  chronic  auricular  fibrillation,  on  the  other  hand,  digitalis  is 
the  most  reliable  and  safest  of  all  drugs.  Quinidine  also  may  be 
used,  but  always  following  a  course  of  digitalis;  never,  the  two 
drugs  simultaneously.  The  normality  of  heart  action  obtained  in 
chronic  cases  by  quinidine  is  not  permanent ;  the  fibrillation  usually 
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returns  within  a  few  weeks  or  months.  The  cases  most  favorable 
for  its  use  are  those  of  patients  who  present  no  signs  of  heart  dis¬ 
ease  other  than  fibrillation  itself,  those  in  whom  fibrillation  has 
begun  recently,  and  those  with  hyperthyroidism.  The  use  through¬ 
out  life  of  digitalis  is  indicated  whenever  the  ventricular  rate  rises 
higher  than  90  per  minute  while  the  patient  is  at  rest,  and  it  should 
be  given  until  the  pulse  remains  between  70  and  90  beats  per  minute 
under  conditions  of  light  exercise.  Intelligent  patients  quickly 
learn  to  regulate  the  dosage  of  this  drug  to  that  which  frees  them 
from  any  breathlessness  or  palpitation  brought  on  by  quiet  exercise. 
Women  who  suffer  from  fibrillation  should  be  warned  against  be¬ 
coming  pregnant. 

Heart-Block. — Heart-block  is  the  condition  present  whenever, 
because  of  disturbances  in  the  function  of  the  auriculoventricular 
bundle,  the  ventricles  fail  to  respond  to  some  (partial  heart-block) 
or  to  all  (complete  block)  of  the  auricular  systoles.  In  partial 
block  the  slow  pulse  usually  is  irregular,  but  it  may  be  regular  as 
well  as  slow  in  the  2:1  cases  (page  112).  In  complete  heart- 
block  the  ventricle,  functionally  isolated  from  the  auricle,  assumes 
its  own  autochthonous,  slow,  regular  rhythm  of  about  26  or  28 
beats  per  minute,  a  rate  uninfluenced  by  exercise,  atropine,  or  amyl 
nitrite.  In  cases  of  this,  syncopal  attacks  (the  Stokes- Adams  syn¬ 
drome)  are  not  infrequent. 

Complete  heart-block  may  develop  at  any  age.  It  may  be  con¬ 
genital.  It  results  from  the  invasion  of  the  auriculoventricular 
bundle,  in  young  patients  by  an  inflammatory  lesion,  usually  rheu¬ 
matic  but  sometimes  syphilitic,  and  in  those  older,  by  degenerative 
processes  or,  rarely,  by  tumors.  Temporary  partial  heart-block  is 
seen  in  rheumatism,  diphtheria,  influenza,  pneumonia  and  following 
the  administration  of  heavy  doses  of  digitalis,  strophanthus,  etc. 
If  vagal  in  origin,  it  may  be  relieved  by  atropine. 

The  diagnosis  of  block  is  easy  with  the  aid  of  the  electrocardio¬ 
graph;  without  it,  this  condition  is  suggested  whenever  the  ven¬ 
tricular  sounds,  while  the  breath  is  being  held,  vary  greatly  in  in¬ 
tensity,  or  show  inconstant  reduplication  from  cycle  to  cycle,  or  if 
over  the  jugular  vessels  numerous  and  regular  venous  waves  are 
visible  during  the  intervals  free  from  ventricular  systoles. 

The  treatment  is  that  of  the  underlying  condition,  as  changes 
in  medication  when  the  block  is  due  to  digitalis.  Antiluetic  treat¬ 
ment  sometimes  is  followed  by  surprising  improvement.  The  pa¬ 
tient  with  permanent  block  should  govern  his  life  in  accordance 
with  his  cardiac  strength.  Some  who  do  this,  for  years  live  fairly 
active,  comfortable  lives. 
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CARDIAC  PAIN 

The  heart  and  arteries,  when  normal,  give  rise  to  no  sensations. 
Even  those  sensory  stimuli  which  must  of  necessity  arise  in  that 
portion  of  the  thoracic  wall  moved  by  each  normal  apex  beat  do 
not  reach  the  threshold  of  consciousness.  When,  however,  the 
action  of  the  normal  heart  becomes  temporarily  exaggerated,  as  by 
physical  exercise  or  emotional  disturbances,  the  impact  of  the  apex 
does  become  clearly  perceptible  and  the  sensations  thus  aroused  are 
correctly  localized  in  the  chest  wall.  Then,  “palpitation”  is  said  to 
occur,  accompanied  often,  and  especially  in  psychoneurotic  patients, 
by  an  unpleasant  throb  in  the  chest  and  neck  and  often  by  restless¬ 
ness,  mental  agitation,  and  nervous  fatigue.  In  chronic  organic 
cardiac  conditions,  especially  mitral  stenosis  and  aortic  insufficiency, 
however,  although  the  heart  action  is  greatly  exaggerated  and  in 
the  former  also  is  irregular,  the  very  violent  and  widespread  motion 
of  the  chest  wall  usually  is  not  perceived  by  the  patient. 

Inflammation  of  the  parietal  pericardium,  epicardium,  and  endo¬ 
cardium  give  rise  to  no  sensations  even  when  inflamed.  The  pains 
which  suggest  such  conditions  are  for  the  most  part  manifestations 
of  impaired  myocardial  action.  True  cardiac  pain  is  a  relatively 
rare  symptom  even  of  serious  heart  diseases,  but  is  a  very  common 
one  of  purely  functional  cardiac  derangements.  When  present,  it 
is  localized  in,  and  is  sometimes  accompanied  by  cutaneous  hyper¬ 
algesia  over,  the  submammary  area,  the  area  of  cardiac  reference. 

Angina  Pectoris. — Heberden’s  angina  pectoris,  the  “angina  of 
effort,”  by  far  the  commonest  form  of  heart  pain,  is  a  syndrome 
of  great  importance  in  any  discussion  of  the  psychoneuroses. 
When  typical,  this  follows  immediately  upon  effort  and  stops 
promptly  when  the  individual  immobilizes  himself.  The  patient 
who  has  such  attacks,  however,  usually  has  identical  ones  also  fol¬ 
lowing  exposure  to  cold,  indiscretions  in  diet,  and  (which  we  would 
now  stress)  emotional  episodes,  especially  anger. 

During  an  attack  of  Heberden’s  angina  the  patient’s  expression 
is  anxious ;  his  face,  pale ;  he  breaks  out  into  a  sweat.  Neverthe¬ 
less,  his  pulse  rate  and  rhythm,  his  blood  pressure,  and  the  size  of 
his  heart  change  but  little,  if  any,  even  during  attacks  of  agonizing 
pain  any  one  of  which  may  prove  fatal.  An  expectancy  of  death 
also  often  accompanies  the  attack,  and  this  may  be  present,  and  if 
so  often  is  sufficient  for  diagnosis,  even  in  the  absence  of  all  pain. 
In  many  cases,  however,  the  incidence  of  apprehension  has  fol¬ 
lowed  the  doctor’s  questions. 

According  to  the  usual  history,  the  patient,  previously  well,  sud- 
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denly,  when  performing  some  unusual  act,  such  as  running  or  walk¬ 
ing  briskly  uphill,  experiences  a  mere  discomfort,  a  feeling  of  pres¬ 
sure,  or  an  intense  gripping  or  a  burning  sensation  in  the  chest. 
He  may,  however,  be  stopped  by  a  pain  atrocious  in  its  severity. 
This  pain  usually  is  referred  to  the  precordium  and  upper,  only 
occasionally  over  the  lower,  sternum.  When  high  in  the  chest,  it 
gives  a  sense  of  suffocation,  to  which  it  owes  its  name,  “angina.” 
When  slight,  it  usually  does  not  radiate ;  but  if  severe  it  becomes 
diffuse,  and  spreads,  sometimes  to  the  neck  and  jaw,  less  often  to 
the  abdomen  or  scapula,  but  usually  to  one  or  the  other  arm,  most 
often  to  the  left,  along  the  inner  aspect  of  which  it  extends  to  the 
elbow,  and  along  the  ulna  nerve  to  the  ring  and  little  finger.  In 
rare  cases  the  pain  starts  in  the  jaw  or  arm  and  spreads  towards  the 
chest.  During  and  immediately  after  the  attack  the  skin  over  the 
chest  and  sternomastoid  muscle  is  tender  to  touch.  Each  attack 
leaves  the  patient  weak  and  tremulous. 

While  attacks  of  angina  pectoris  not  infrequently  begin  follow¬ 
ing  some  illness  which  suggested  coronary  thrombosis,  yet  the 
majority  of  its  victims  give  no  such  history.  Until  this  first  attack, 
the  most  of  them  had  been  “perfectly  well.”  It  often  is  associated 
with  general  arteriosclerosis  and,  in  about  a  third  of  the  cases,  with 
high  blood  pressure.  In  some  cases  there  is  slight  cardiac  enlarge¬ 
ment,  gallop  rhythm,  bundle  block,  pulsus  alternans,  or  cardiac 
asthma,  while  the  severest  cases  of  all  occur  in  young  or  middle- 
aged  men  with  aortic  regurgitation.  In  the  majority  of  cases,  how¬ 
ever,  careful  physical  examination  reveals  only  slight  evidences  of 
cardiovascular  troubles,  which  are  neither  marked  nor  different 
from  those  found  in  a  far  greater  number  of  patients  who  never 
had  this  pain,  while  the  postmortem  examination  in  some  cases 
yields  negative  results.  Electrocardiograph  records  of  those  pa¬ 
tients  without  evidences  of  lesions,  however,  if  taken  during  the 
earlier  attacks,  are  said  to  show  signs  of  temporary  myocardial  im¬ 
pairment  ;  if  taken  later,  these  signs  are  said  to  be  present  also  be¬ 
tween  paroxysms,  if  the  records  are  made  following  work  tests. 
Anginal  attacks,  therefore,  must  lead  to  some  injury  of  the  myo¬ 
cardium.2 

Angina  pectoris  is  a  syndrome  which  resembles  in  many  ways 
vascular  psychoneurotic  reactions.  That  the  pain  depends,  in 
part  at  least,  on  the  same  autonomic  reflexes  involved  in  the  prim¬ 
itive  reactions  of  fight  or  flight,  is  an  hypothesis  which  to  seems 
worthy  of  discussion.  It  is  well  recognized  that  those  physical 
exertions  most  likely  to  arouse  anginal  pains  are  not  those  which 
are  strenuous,  but  those  which  are  sudden.  Indeed,  one  quick, 
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jerking,  startled  movement  is  to  these  patients  far  more  serious 
than  a  quiet  walk  for  several  blocks. 

The  wild  animal,  and  probably  primitive  man,  is  constantly  on  his  guard. 
A  slight  noise  often  is  to  him  the  signal  that  he  must  either  fight  or  run; 
and  through  his  autonomic  reflex  centers  all  of  his  forces  are  promptly 
marshaled  with  this  end  in  view.  It  may  be  that  in  civilized  man  some 
such  mechanism  is  responsible  for  anginal  pains,  and  especially  if  the  nerv¬ 
ous  centers  involved  have  previously  been  rendered  hyperirritable,  or  if  his 
cardiovascular  system,  because  of  slight  organic  disease,  has  been  rendered 
unable  to  respond  promptly  to  such  stimulation. 

The  accepted  theory  of  to-day  is  that  the  pains  of  angina  pectoris 
are  the  result  of  a  relative  ischemia  of  the  heart  muscle,  which 
ischemia  develops  whenever  the  myocardium  momentarily  is  unable 
to  respond  to  extra  demands  on  its  strength.  The  severe  pains 
which  accompany  paroxysmal  tachycardia,  according  to  this  theory, 
are  due  to  a  myocardial  inadequacy  which  results  from  its  excessive 
rate  of  beating ;  those  of  some  cases  of  advanced  pernicious  anemia, 
and  which  disappear  when  under  proper  treatment  the  anemia  is 
improved,  to  defective  nutrition  of  the  myocardium ;  those  of  cases 
of  hyperthyroidism,  and  which  cease  when  the  thyroid  gland  has 
been  adequately  treated,  are  given  similar  explanations. 

The  majority  of  angina  victims  are  sedentary,  well-fed  indi¬ 
viduals,  beyond  middle  life,  who  work  under  considerable  tension. 
They  are,  however,  seldom  psychoneurotic.  Young  men  and 
women  of  all  ages  seldom  have  these  pains.  The  following  features 
of  the  attacks  strongly  suggest  that  their  origin  lies  in  the  emo¬ 
tional  and  autonomic  spheres.  Angina  pectoris  is  a  disease,  not  of 
the  laboring  classes,  but  of  professional  men  especially  (indeed,  in 
our  experience  the  angina  pectoris,  often  status  anginoidis,  of  the 
former  often  is  the  pain  of  coronary  occlusion)  ;  emotional  states, 
in  all  cases,  are  among  the  most  efficient  of  stimuli ;  those  physical 
exertions  most  likely  to  induce  these  pains  are  quick,  unplanned 
movements;  as  a  case  of  angina  advances  in  severity,  its  purely 
reflex  elements  (vasomotor  phenomena,  changes  in  pulse  rate,  in 
blood  pressure,  etc.)  become  more  and  more  conspicuous,  a  feature 
quite  contrary  to  the  general  rule  that  such  reflexes  when  psycho¬ 
neurotic  but  based  on  organic  lesions  tend  to  fade  away  as  the 
physical  disease  itself  comes  more  and  more  into  evidence ;  angina 
seems  clearly  related  to  anxiety,  and  paroxysms  of  it  in  some  cases 
occur  as  equivalents  of  anxiety  attacks ;  the  frequent  occurrence  of 
angina  in  cases  of  exophthalmic  goiter  and  of  paroxysmal  tachy¬ 
cardia,  and  its  great  infrequency  in  cases  of  serious  organic  heart 
disease  and  essential  hypertension,  are  at  least  suggestive  of  the 
presence  of  an  important  functional  element  in  its  etiology ;  the  re- 
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lief  which  follows  the  introduction  under  the  tongue  of  a  tablet  of 
only  i/ioo  gr.  of  nitroglycerin  is  suspiciously  quick  and  complete; 
and,  finally,  anginal  attacks  sometimes  entirely  cease  following  cer¬ 
vical  sympathectomy,  although  the  explanation  of  this  may  be  that 
their  initial  stimuli  start  in  the  endocardium  or  myocardium. 

It  may  be  true  that  anginal  pains  never  appear  in  sound  individuals,  yet 
the  absence  in  fatal  cases  of  lesions  adequate  to  explain  death  has  long  been 
emphasized  by  pathologists,  and  those  which  they  do  find  (e.g.,  aortitis,  nar¬ 
rowing  of  the  coronary  vessels,  etc.)  are  present  in  the  same  or  greater 
degree  in  patients  who  have  never  complained  of  pain.  The  admission,  how¬ 
ever,  that  the  occurrence  of  anginal  attacks  presupposes  some  cardiovascular 
lesion  does  not  necessarily  lessen  the  importance  of  purely  psychoneurotic 
factors  in  their  production;  neither  would  the  discovery  that  true  angina 
may  be  fundamentally  related  to  anxiety  in  any  way  belittle  its  seriousness, 
since  autonomic  reflexes  which  involve  vital  functions  must  of  necessity  be 
serious.  The  bullet  which  hits  the  heart  is  equally  lethal  whether  fired  by 
a  suicide  or  by  a  murderer.  For  this  reason,  the  use  of  such  terms  as  “an- 
ginoid,”  “pseudo-angina,”  etc.,  for  attacks  which  in  any  way  suggest  those 
of  true  angina  is  distinctly  dangerous,  since,  even  though  mild  and  part  of  a 
psychoneurotic  syndrome,  such  sometimes  prove  fatal.  Our  contention  that 
constitutional  inferiority  (page  38)  may  be  important  in  the  explanation  of 
angina  pectoris  may  still  be  unproved,  nevertheless,  we  did  not  hear  the 
word  “angina  pectoris”  spoken  in  the  Orient,  where  luetic  and  rheumatic 
heart  affections,  arteriosclerosis,  and  focal  infections,  are  exceedingly  com¬ 
mon. 

In  the  diagnosis  of  angina  pectoris,  the  history  that  the  pain 
starts  over  the  sternum,  that  it  tends  to  recur,  that  some  of  its  at¬ 
tacks  are  a  response  to  effort  and  cease  on  rest,  that  while  it  lasts 
it  is  uninterrupted,  is  sufficient  for  diagnosis. 

The  prognosis  of  Heberden’s  angina,  in  each  individual  case, 
depends  on  the  amount  of  exercise  needed  to  induce  the  attack. 
Cases  with  mild  anginal  pain  aroused  only  by  sudden  or  strenuous 
exertion  are  in  general  much  more  favorable  than  if  the  pain  is  of 
longer  duration  and  is  induced  by  walking  slowly  and  on  level 
ground.  Pains  apparently  spontaneous,  or  due  to  efforts  made 
while  the  patient  is  resting  (as  the  use  of  the  arms),  usually 
indicate  a  grave  disease. 

The  average  duration  of  life  for  the  cases  of  effort  angina, 
though  very  variable,  is-  about  six  or  seven  years  from  the  first 
attack;  but  some  patients  by  restricting  their  physical  activities 
have  continued  in  active  life  for  many  more  years. 

Treatment. — When  the  anginal  pain  starts,  the  patient  should 
at  once  stand  still,  rest  for  a  few  minutes,  and  then  proceed  more 
slowly.  Mild  pains  often  are  promptly  relieved  by  belching  or  by 
a  tablet  of  1/100  gr.  of  nitroglycerin  placed  under  the  tongue, while 
the  inhalation  of  2  to  5  minims  of  amyl  nitrite,  if  sufficient  to  flush 
the  face,  promptly  stops  most  severe  attacks. 
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The  patient  with  this  disease  should  live  within  the  limits  imposed 
by  his  pains.  He  should  guard  himself  against  sudden  physical 
exertions,  undue  excitement,  exposure  to  cold,  indiscretions  in  diet, 
and  constipation.  He  should  go  early  to  bed  and  get  up  late. 
Mild  outdoor  exercise  is  beneficial,  provided  he  starts  all  of  his 
movements  slowly.  Reassurance  prevents  much  unnecessary  inva¬ 
lidism  in  apprehensive  people,  while  for  the  cases  associated  with 
anxiety  states,  and  of  which  of  them  is  this  not  in  some  degree 
true  ?  psychotherapy  may  be  of  benefit. 

Theobromine  (in  io  gr.  capsules)  and  ammonium  bromide  (15 
to  20  grs.)  given  three  or  four  times  daily  helps  some  patients 
much,  especially  those  with  frequent  attacks  while  at  rest.  In 
severe  cases,  the  pains  sometimes  are  abolished  by  the  surgical  re¬ 
moval  of  the  left  (or  also  of  the  right)  superior  and  middle  cervical 
sympathetic  ganglia,  or  the  injection  of  alcohol  into  the  immediate 
neighborhood  of  the  upper  posterior  thoracic  root  ganglia. 

Pseudo-angina  Pectoris. — Of  even  greater  interest  to  us  now 
than  is  true  angina  pectoris,  are  the  so-called  “pseudo-anginas.” 
One  group  of  patients,  usually  women,  complain  of  spasmodic 
chest  pains,  which  they  refer  to  the  precordium  more  frequently 
than  to  the  sternum,  which  are  not  typically  anginal  but  are  stab¬ 
bing  in  quality  or  more  a  continual  soreness  than  actual  pain.  With 
these  attacks,  respiration  often  is  rapid  and  restlessness  is  marked. 
Usually  there  is  but  little  connection  between  these  pains  and 
physical  effort ;  they  are  much  more  closely  associated  with  the  emo¬ 
tions.  While  these  attacks  may  deserve  the  term  “pseudo-angina 
pectoris,”  yet  they  present  little  difficulty  in  diagnosis.  Women 
with  them  present  the  picture  of  constant  ill  health;  they  are  de¬ 
pressed,  always  fatigued,  often  irritable,  they  tolerate  all  discom¬ 
forts  poorly;  they  present  a  great  variety  of  other  symptoms  also, 
many  of  them  trivial.  While  some  of  the  above-described  patients 
suffer  from  unrecognized  and  chronic  local  infections,  in  others, 
no  such  lesions  can  be  discovered.  Their  condition  suggests  that 
many  slight  stimuli,  which  normally  are  not  perceived,  in  them 
reach  consciousness  because  of  hyperirritability  of  the  nervous  cen¬ 
ters  involved.  In  the  diagnosis  of  their  condition,  it  is  important 
that  true  angina  is  very  rare  in  women  under  forty-five  years  of 
age,  and  that  these  patients  have  constant  ill  health  between  their 
pseudo-anginal  attacks. 

There  is,  however,  another  type  of  pseudo-angina,  also  seen  in 
women  especially,  which  is  much  more  anginal  in  character  than 
the  above,  and  which  may  waken  the  patient  from  sleep — these 
would  seem  to  be  anxiety  attacks  with  stimulus  unknown.  Some  of 
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these,  it  has  been  suggested,  are  equivalents  of  the  sexual  orgasm. 

Tobacco  angina  is  mentioned  on  page  126.  Elderly  men  with 
this,  even  though  the  tobacco  is  evidently  provocative,  probably 
have  an  underlying  predisposition  to  true  angina.  It  is  claimed, 
however,  that  heavy  tobacco-smoking  can  result  in  spasm,  even 
in  degeneration,  of  the  coronary  arteries. 

Certain  anginal  pains,  however,  are  more  difficult  of  evaluation. 
Some,  which  psychoneurotic  patients  suffer,  seem  definitely  anginal. 
Those  of  these  which  follow  emotional  episodes  (and  which 
later  may  become  habitual)  are  ascribed  to  a  sudden  unusually  free 
release  of  adrenalin  into  the  blood  stream,  since  the  intravenous 
injection  of  this  hormone  into  healthy  subjects  is  followed  not  only 
by  pallor,  rises  of  the  pulse  rate  and  blood  pressure,  strong  cardiac 
and  arterial  palpitation,  but  also  by  a  sense  of  constriction  in  the 
chest  and  even  by  actual  substernal  pain. 

Angina  pectoris  vasomotoria  is  the  term  Nothnagel  applied  to 
paroxysms  of  thoracic  distress  suffered  by  a  group  of  patients, 
chiefly  young  men  otherwise  healthy,  following  exposure  to  cold  or 
bouts  of  drunkenness.  These  attacks,  which  lasted  from  one- 
quarter  of  to  one  hour,  started  with  blanching,  coldness  and  numb¬ 
ness  of  the  skin  and  feet.  The  pulse  became  small,  although  its 
rate  remained  unchanged.  Anxiety  or  actual  fear  with  severe  and 
painful  palpitation  followed.  Such  attacks,  he  suggested,  arer  due 
to  a  general  vasoconstriction  which  throws  a  considerable  burden 
on  a  not  wholly  efficient  heart. 

Coronary  Thrombosis. — Typical  cases  of  coronary  occlusion 
sufficient  to  cause  circulatory  shock  need  receive  no  discussion  on 
these  pages.  The  slighter  ones  may.  The  pains  of  these  start  gen¬ 
erally  over  the  lower  sternum,  but  they  may,  like  true  angina,  radi¬ 
ate  to  one  or  both  arms,  especially  to  the  left,  and  also  to  the  head 
or  abdomen.  In  typical  cases  the  pulse  is  small,  there  is  a  definite 
fall  in  blood  pressure,  and,  after  the  second  day,  fever,  a  relatively 
high  leukocytosis  (from  12,000  to  24,000  per  cubic  millimeter), 
and  a  pericardial  friction  rub.  When  the  pain  is  referred  to  the 
epigastrium  the  mistaken  diagnosis  of  some  acute  abdominal  state 
(“acute  indigestion,”  perforated  ulcer,  gastric  tabetic  crises,  biliary 
colic,  etc.)  often  is  made.  Breathlessness,  however,  in  some  cases, 
is  the  only  prominent  symptom,  and  such  cases  may  be  mistaken 
for  “acute  cardiac  failure”  or  for  an  “anomalous  form  of  pneu¬ 
monia.”  In  general,  it  may  be  said  that  any  angina-like  pain 
(page  1 17)  which  fails  to  yield  to  nitrites,  which  is  not  increased  by 
movement,  and  which  is  long-lasting,  suggests  coronary  thrombosis. 
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The  treatment  of  coronary  occlusion  includes  absolute  rest  in 
bed  (the  patient  should  not  sit  up  or  even  roll  over  without  assist¬ 
ance),  a  very  light  diet,  and  sufficiently  large  doses  of  morphia  to 
quiet  the  pain  and  also  to  keep  the  patient  quiet.  To  insure  firm 
cicatrization  of  the  infarcted  ventricular  wall,  the  patient  with  even 
a  slight  lesion  is  kept  very  quiet  at  least  for  eight  weeks.  The  after¬ 
care  of  this  condition  is  similar  to  that  of  angina. 

THE  THYROTOXIC  HEART 

The  diagnosis  of  the  thyrotoxic  (hyperthyroid)  state  in  patients 
without  ocular  signs  or  definite  goiter  must  rest  upon  the  cardio¬ 
vascular  features  present.  The  circulatory  system  of  these  pa¬ 
tients  is  in  a  continuous  state  of  increased  activity.  The  heart 
beat  is  forcible,  its  rate  very  rapid,  the  pulse  wave  bounding  and 
often  collapsing,  the  systolic  blood  pressure  is  elevated,  but  the 
diastolic  less  so.  Conspicuous  cutaneous  vasodilatation  is  the  rule. 
The  temperature  of  the  skin,  especially  of  that  of  the  face  and 
hands,  is  raised.  The  patient  feels  hot  and  suffers  in  a  warm  room. 
Typical  anginal  pains  sometimes  are  complained  of.  In  diagnosis, 
in  addition  to  the  above  features,  the  depth  of  color  of  the  skin 
is  not  so  important  as  is  the  freshness  of  its  tint,  its  warmth,  and 
the  presence  of  capillary  pulsation. 

Thyrotoxicosis  should  be  had  in  mind  in  all  cases  of  paroxysmal 
auricular  fibrillation ;  in  all  with  pronounced  cutaneous  vasodilata¬ 
tion  associated  with  a  long-continued  and  unexplained  simple  tachy¬ 
cardia;  in  middle-aged  women  who  are  nervous,  have  slight  dif¬ 
fuse  pigmentation,  an  occasional,  unexplained  diarrhea,  and  loss  of 
weight.  The  final  test  is  that  the  basal  metabolic  rate  will  be  found 
25  percent  or  more  above  normal.  Other  patients  with  similar 
symptoms,  but  whose  basal  rate  is  normal,  probably  have  the  effort 
syndrome.  The  only  successful  treatment  of  thyrotoxicosis  is  sub¬ 
total  thyroidectomy.  Nevertheless,  this  should  be  performed  only 
after,  as  the  result  of  several  weeks  in  bed  with  iodine  medication, 
all  the  above  symptoms  shall  have  subsided. 

ORGANIC  HEART  DISEASE  AND  THE  PSYCHO¬ 
NEUROSES 

The  mutual  relationships  between  organic  heart  lesions  and  psy¬ 
choneurotic  states  have  already  been  mentioned  (see  page  108). 
Myocarditis  is  a  much-abused  term.  Most  of  the  cases  thus  diag¬ 
nosed  are  examples  of  the  effort  syndrome  (see  page  126).  True 
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myocarditis  does  occur,  as  in  acute  rheumatic  fever,  diphtheria, 
lues,  etc.,  but  its  symptoms  seldom  are  those  supposed  to  indicate 
‘‘myocarditis.”  If,  a  few  years  ago,  the  heart  on  routine  examina¬ 
tion  was  found  not  enlarged,  its  rhythm  regular,  its  rate  normal, 
and  its  sounds  clear,  it  usually  was  pronounced  normal.  To-day, 
thanks  to  better  methods,  our  diagnoses  of  slightly  injured  hearts 
are  much  more  accurate.  We  recognize  also  that  valvular  lesions 
alone  cause  little  of  cardiac  disability ;  that  the  associated  conditions 
of  the  coronary  vessels  and  myocardium  are  much  more  important. 

Patients  with  slightly  injured  hearts  often  complain  of  “nervous¬ 
ness,”  easy  fatigability  on  exertion,  shortness  of  breath,  tachy¬ 
cardia,  palpitation,  and,  but  only  rarely,  of  precordial  pain.  If  the 
patient  is  known  to  be  “nervous,”  these  symptoms,  if  the  proper 
tests  are  not  made,  are  often  considered  as  evidence  of  a  “cardiac 
neurosis.”  Some  patients,  not  at  all  neurotic,  may,  without  realiz¬ 
ing  the  reason,  change  their  occupations  to  others  less  strenuous,  or 
abandon  their  previously  favorite  sports  on  “economic,”  “social,” 
or  even  “religious”  grounds,  quite  unconscious  of  their  rationaliza¬ 
tion.  This  is  a  good  illustration  of  the  protective  function  of 
some  emotions. 

One  patient,  for  reasons  which  to  him  seemed  adequate,  changed  his  occu¬ 
pation  twice,  each  time  to  a  lighter  one,  and  later  attempted  to  base  claims 
for  compensation  for  “cardiac  injuries”  received  while  occupied  with  the 
third. 

The  soundness  of  the  cardiac  muscle  cannot  be  determined  by 
the  size  of  the  pulse,  since  this  is  largely  controlled  by  the  pulse 
pressure;  nor  by  the  local  state  of  the  radial  artery;  nor  by  the 
heart  rate.  Changes  in  the  heart  rate  following  definitely  regulated 
exercise  are  of  more  value.  Breathlessness  on  effort  is  the  first 
and  most  constant  symptom  of  beginning  heart  failure,  but  this 
may  be  due  also  to  various  nervous  conditions. 

Capillary  pulsation,  if  spontaneous,  that  is,  if  not  induced  by  heat  or 
rubbing  the  skin,  is  seen  in  all  conditions  with  vasomotor  dilatation;  there¬ 
fore,  in  aortic  insufficiency,  in  hyperthyroidism,  but  also  in  some  purely  psy¬ 
choneurotic  conditions. 

Gallop  rhythm,  found  especially  in  hypertension  cases  in  which  the  heart 
is  weakening,  and  in  the  heart  failure  of  elderly  subjects,  is  seen  also  in 
many  cases  in  which  no  constant  lesion  can  be  found,  although  hypertrophy 
of  the  auricle  is  common. 

Pulsus  alternans,  a  condition  sefen  usually  in  elderly  persons  with  gen¬ 
eral  arteriosclerosis,  and  especially  with  that  of  the  coronary  arteries,  pre¬ 
sents  beats  which  are  rhythmic,  but  which  alternate  in  height.  It  cannot  be 
recognized  by  palpating  the  pulse,  since  the  alternate  beats  differ  by  only 
from  5  to  io  mm.  Hg.  It  can  best  be  detected  while  taking  the  blood  pres¬ 
sure.  Its  presence  indicates  that  the  heart  muscle,  or  a  substantial  part  of 
it,  is  laboring  to  perform  work  of  which  it  is  scarcely  capable.  In  some 
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cases  of  obscure  breathlessness  or  pain,  pulsus  altemans  alone  may  indicate 
that  the  heart  is  at  fault. 

Bundle  branch  block,  detected  only  by  means  of  the  electrocardiograph, 
which  occurs  especially  in  cases  of  aortic  and  coronary  diseases,  when  per¬ 
sistent  is  significant  of  myocardial  weakness;  but  functional  forms  due  to 
vagus  inhibition  and  to  fatigue  have  been  reported.3 

Psychic  Symptoms  of  Heart  Disease. — Behavior  disorders, 
the  result  of  the  restriction  of  activity  necessitated  by  true  heart 
disease,  may  be  exhibited  by  adults,  but  are  more  often  by  children.4 
While  patients  with  unrecognized  cardiac  diseases  often  develop 
psychoneurotic  mood  disturbances  which  may  dominate  the  clinical 
picture,  yet  a  casual  remark  by  a  doctor  which  hints  of  a  cardiac 
dysfunction  may  initiate  a  life  of  invalidism  6  with  cardiac  pains 
out  of  all  proportion  to  the  physical  signs.  Delirium  in  cardiac 
disease,  present  especially  while  the  heart  is  failing,  is  a  result  of 
altered  cerebral  circulation.  Chronic  cardiogenic  psychoses,  as 
mood  changes,  suspicions,  hallucinations,  etc.,  may  be  psychic  re¬ 
actions  to  pains  reflected  from  the  diseased  heart,6  but  Riesman 
believed  them  more  related  to  the  psychopathic  personality  of  the 
patient.  In  their  production,  however,  renal  insufficiency,  acidosis, 
the  drugs  used,  especially  digitalis,  disturbed  cerebral  circulation, 
and  cerebral  arteriosclerosis  also  may  have  a  share.  These  psy¬ 
choses  may  be  present  only,  or  at  least  are  much  worse,  at  night. 

SYNCOPE 

Syncope  may  be  of  cerebral,  cardiac,  or  vasomotor  origin,  or  of 
these  factors  combined.  In  cerebral  syncope,  as  in  epilepsy,  there  is 
no  slowing  or  faintness  of  the  pulse  and  no  paleness  of  the  skin. 
The  unconsciousness  of  auditory  vertigo,  also  cerebral,  is  preceded 
by  a  definite  sense  of  rotation.  In  cardiac  syncope,  often  seen  in 
cases  of  fibrillation  or  heart-block  and  due  to  a  diminution  of  car¬ 
diac  output,  the  faint  may  occur  while  the  patient  is  lying  horizontal, 
sweating  is  unusual,  but  nausea  and  headache  are  common.  Some, 
and  especially  elderly,  persons  have  a  giddy  feeling  or  temporarily 
lose  consciousness  when  they  rise  quickly  from  the  recumbent  or 
sitting  posture,  and  especially  after  a  heavy  meal  or  when  the 
room  is  warm.  This  is  due  to  temporary  cerebral  anemia,  asso¬ 
ciated  with  the  accumulation  of  blood  in  the  skin  or  splanchnic 
area.  The  feeling  of  faintness  or  the  actual  faints  so  often  com¬ 
plained  of  by  psychoneurotic  patients  also  may  be  due  to  cerebral 
anemia,  the  result  either  of  diminished  cardiac  output,  of  vascular 
dilatation,  or  of  both.  If  due  to  the  first,  the  faint  is  preceded  by  a 
fall  of  systolic  blood  pressure  to  a  point  below  60  mm.  Hg.,  at  which 
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level  the  pulse  becomes  imperceptible;  but  its  rate  not  necessarily 
slowed. 

The  most  common  form  of  fainting,  however,  is  vasovagal 
in  origin.  Attacks  of  this  are  seen  especially  in  those  more  or 
less  invalid,  but  also  in  normal  young  persons,  especially  follow¬ 
ing  some  intense  emotional  experience.  In  these  faints  the  loss  of 
consciousness,  which  may  be  sudden  or  gradual,  often  is  preceded 
by  a  feeling  of  giddiness  (but  not  of  rotation)  and  dimness  of 
vision ;  or,  the  first  symptom  may  be  restlessness,  yawning,  free 
perspiration,  a  sinking  feeling  in  the  abdomen,  often  with  nausea, 
or  a  feeling  that  the  bowels  will  move.  The  patient  becomes  pale, 
the  pupils  dilate,  the  blood  pressure  falls  progressively,  the  pulse 
becomes  feeble  and  slow,  even  40  to  the  minute,  and  the  respira¬ 
tion  slow,  deep,  and  sighing,  while  slight  clonic  movements  of  the 
muscles  sometimes  are  observed.  The  unconsciousness  may  last 
from  two  to  ten  or  more  minutes.  Such  faints  never  occur  when 
the  individual  is  lying  down.  The  low  blood  pressure  of  these 
faints  is  due  to  splanchnic  vasodilatation,  but  the  slow  heart  rate 
is  attributable  to  increased  vagus  tone  (and  therefore  is  relieved 
by  atropine),  hence  the  name  “vasovagal”  syncope. 

The  patient  in  such  a  faint  should  be  laid  horizontal,  the  clothes 
around  the  neck  loosened,  and  atropine  or  adrenalin  administered 
hypodermatically. 

The  tobacco  heart,  the  rate  of  which  is  now  rapid,  now  slow, 
and  often  irregular  because  of  ventricular  extrasystoles,  which  at 
times  causes  palpitation  and  occasionally  gives  rise  to  angina-like 
pains  (page  122),  is  a  condition  seldom  seen  considering  the  large 
number  of  persons  who  use  tobacco.  The  so-called  tobacco  an¬ 
gina,  however,  which  some  heavy  smokers  suffer,  and  especially 
following  exertion,  is  less  a  pain  and  more  a  sense  of  constriction 
in  the  throat  or  chest,  accompanied  by  pallor,  nausea,  giddiness, 
and  weakness.  These  attacks  are  most  common  during  early  adult 
life  and  cease  when  tobacco  is  discarded.  The  majority  of  our 
patients  with  these  symptoms  have  been  psychoneurotic  individuals. 

NEUROCIRCULATORY  ASTHENIA 

Neurocirculatory  asthenia  (irritable  heart,  the  effort  syndrome 
of  Lewis,  athlete’s  heart,  soldier’s  heart,  “myocarditis”)  is  one 
of  the  most  important  of  the  cardiovascular  syndromes  we  are  to 
consider.  This  condition  is  characterized  by  consciousness  of  the 
heart  beats,  brief  periods  of  distressing  tachycardia,  palpitation 
often  energetic  enough  to  shake  the  precordium,  marked  sponta- 
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neous  variations  in  the  heart’s  rate,  frequent  ventricular  extra¬ 
systoles,  pseudo-anginal  pains  not  at  all  related  to  physical  exer¬ 
tion,  attacks  of  syncope,  and  even  epileptiform  convulsions.  The 
slightest  excitement  or  emotional  stress  will  increase  the  pulse 
rate  of  patients  with  this  syndrome  from  normal  to  from  130  to 
160  beats  per  minute.  This  condition  is  often  mistaken  for  hyper¬ 
thyroidism  and  for  organic  heart  disease;  also,  its  onset  has  fol¬ 
lowed  an  incorrect  diagnosis  of  the  latter. 

All  of  the  above-mentioned  symptoms  normally  follow  strenuous 
exertion,  but  in  neurocirculatory  asthenia  the  immediate  cause  al¬ 
ways  is  quite  inadequate.  They  would  seem  to  be  the  result  of 
an  increase  in  the  blood  of  adrenalin  sufficient  to  stimulate  the 
accelerator  fibers  of  the  heart  (Cannon)  and  of  hypersensitization 
of  the  nervous  centers  of  cardiac  control. 

This  syndrome  often  follows  acute  fevers  and  develops  in  cases 
of  latent  infections,  especially  tuberculosis  and  focal  infections  of 
the  nose  and  tonsils.  For  the  cases  which  interest  us  now,  how¬ 
ever,  no  adequate  physical  cause  can  be  found.  This  syndrome 
was  frequently  observed  during  the  Great  War.  In  civil  life  also 
it  is  very  common,  especially  among  growing  boys  and  in  young 
men,  but  complaint  seldom  is  made  of  it,  since  civilians  uncon¬ 
sciously  limit  their  exertions  in  accordance  with  their  symptoms, 
which  soldiers  cannot.  None  of  the  army  patients  who  remained 
long  under  observation,  even  though  given  the  hardest  physical 
work,  later  developed  cardiac  disease.  Indeed,  for  them  strenuous 
physical  exertion  proved  to  be  the  best  of  therapies. 

Patients  presenting  the  effort  syndrome  usually  are  thin,  under¬ 
sized  individuals,  or  have  long,  narrow  or  flat  chests.  Their  hands 
and  feet  are  cold,  evidence  of  their  nervous  instability. 

The  onset  of  this  condition,  as  a  rule,  is  gradual.  When  resting, 
the  heart  and  respiratory  rates  are  normal  and  the  blood  pressure 
perhaps  a  little  too  high;  but  slight  exercise  (as  the  hopping  test) 
raises  the  respiratory  rate  even  to  30  or  70,  the  pulse  rate  to  from 
120  to  180  per  minute,  the  blood  pressure  considerably,  the  car¬ 
diac  impulse  becomes  very  diffuse,  and  a  systolic  blow  is  heard, 
often  at  the  base  but  sometimes  at  the  apex.  Nevertheless,  x-ray 
plates  show  no  cardiac  dilatation.  After  a  period  of  rest,  all  of 
these  functions  slowly  return  to  normal. 

The  exhaustion  7  of  these  patients  is  not  a  true  muscular  weak¬ 
ness,  but  rather  a  disinclination  to  persevere  in  sustained  effort. 
They  seem  very  weak,  but  their  weakness,  unlike  that  of  patients 
with  organic  heart  disease,  does  not  force  itself  on  their  minds 
after  exertion  only,  but  continuously  holds  a  central  place  in  con- 
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sciousness.  Patients  with  true  heart  disease  usually  are  optimistic 
and  can  adjust  their  mind  and  body  to  a  state  of  repose.  They 
may  become  irritable  and  temporarily  emotional,  but,  if  so,  they 
later  feel  regret  and  make  apology.  This  is  not  true  of  the  patient 
with  neurocirculatory  asthenia.  He  is  always  gloomy,  pities  him¬ 
self,  and  is  plaintive  about  his  troubles.  In  both  groups  of  patients 
there  is  breathlessness  on  effort,  but  that  of  the  organic  heart  case 
is  accompanied  by  orthopnea  and  cough.  The  tachycardia  of  the 
asthenic  patient  is  faster  than  that  of  the  other,  his  precordial 
pains  are  less  related  to  exertion,  his  cyanosis  is  more  an  acro¬ 
cyanosis  than  it  is  general,  and  his  basal  metabolism  rate  is  high. 
This  condition  to-day  is  considered  to  be  a  pure  psychoneurosis. 

Duke  8  states  that  the  above-described  effort  syndrome  frequently 
is  duplicated  by  his  4 ‘physical  allergy,”  with  heat  the  stimulus.  In 
both,  there  are  exhaustion,  weakness,  dizziness,  tremor,  fainting 
spells,  a  feeling  of  oppression  in  the  chest,  palpitation  of  the  heart, 
anorexia,  nausea  and  vomiting  (page  42). 

The  diagnosis  of  neurocirculatory  asthenia,  difficult  at  first, 
rests  especially  on  the  history  of  the  case,  on  the  absence  of  enlarge¬ 
ment  of  the  heart  on  exertion,  and  on  the  good  response  made  to 
graded  exercise  in  the  open  air,  which  is  the  best  of  therapy  and 
should  be  increased  until  finally  it  is  strenuous.  Breathing  exer¬ 
cises  to  expand  the  chest  are  beneficial  for  young  patients.  A  full 
diet  and  abstinence  from  smoking  also  are  very  important.  Psycho¬ 
therapy  helps  them  much. 

THE  PERIPHERAL  CIRCULATION 

Changes  in  the  distribution  of  the  blood  are  conspicuous  features 
of  psychoneurotic  states.  The  flush  of  excitement  and  the  pallor 
of  fear  are  vasomotor  reactions  too  well  known  to  deserve  more 
than  mention.  Cold,  pale,  clammy,  moist  hands  always  suggest 
that  the  person  is  psychoneurotic  and  badly  maladjusted  to  his 
place  in  life.  It  is  the  internal  shifts  of  blood  volume,  however, 
which  seem  most  important  in  the  mechanisms  behind  the  psycho¬ 
neuroses.  Normally,  the  same  stimulus  which  brings  about  a 
change  in  the  autonomic  balance  between  the  sympathetic  and 
parasympathetic  nerves  at  the  periphery,  induces  a  corresponding 
change,  but  in  the  opposite  direction,  in  the  splanchnic  area.  In 
psychoneurotic  persons  those  shifts  of  blood  volume  are  extreme. 
“Faintness,”  for  illustration,  is  due  to  a  pooling  of  the  blood  in  the 
splanchnic  area,  leaving  the  skin  and  cerebral  areas  relatively 
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anemic.  A  shift  in  the  opposite  direction  may,  in  the  angry  per¬ 
son,  cause  an  even  fatal  cerebral  congestion. 

Pallor  may  be  due  either  to  a  reduction  of  the  hemoglobin  con¬ 
tent  of  the  blood  or  of  the  amount  of  blood  in  the  capillaries  of 
the  skin.  Cases  of  the  former,  due  to  the  anemias,  interest  us 
but  little,  although  the  paleness  of  the  patient  with  pernicious 
anemia  may  be  so  masked  by  the  abnormal  pigmentation  of  his 
skin  that  his  serious  trouble  is  not  suspected  and  he  be  treated  for 
“neurasthenia.” 

The  transient  pallor  of  syncope,  due  to  simple  drainage  of  blood 
from  the  skin,  may  be  extreme,  but  it  is  general.  A  pallor  due  to 
vasoconstriction,  often  seen  in  long-continued  anxiety  conditions, 
differs  from  this  in  that  the  hands  and  feet  remain  pale  even  when 
they  lie  below  the  level  of  the  heart. 

Conspicuous  and  persistent  pallor  of  both  the  skin  and  mucous 
membranes  in  patients  not  anemic  suggests  aortic  insufficiency; 
but  when  a  pale  skin  has  a  subicteric  tinge,  it  suggests  streptococ¬ 
cal  septicemia,  often  with  endocarditis.  Patients  with  the  latter 
while  resting  often  feel  “even  better  than  usual”  and  too  often 
are  treated  for  neurasthenia,  although  they  fatigue  far  too  easily 
(page  276).  The  bloodless  condition  of  the  skin  but  not  of  the 
mucous  membranes  seen  in  mitral  stenosis,  and  in  that  of  young 
girls  especially,  also  is  a  condition  occasionally  misinterpreted  as 
“anemia”  or  “neurasthenia.” 

Cyanosis. — While  general  cyanosis  seldom  is  a  feature  of 
psychoneurotic  conditions,  yet  that  due  to  disturbances  producing 
methemoglobinemia  or  sulphemoglobinema  may  be.  In  these,  the 
cyanosis  affects  not  only  the  skin  of  the  face  and  hands,  but  also 
the  mucous  membranes;  it  is  conspicuous;  it  is  accompanied  by 
little  or  no  breathlessness  while  the  subject  is  at  rest;  there  are 
no  signs  of  venous  congestion;  the  skin  and  mucous  membranes 
are  warm  or  hot  and  remain  blue  when  the  skin,  if  previously  cool 
because  of  external  conditions,  is  warmed  by  local  massage. 

Mild  grades  of  acrocyanosis  not  due  to  external  conditions,  as 
cold,  are  common  in  psychoneurotic  patients,  especially  in  those 
with  neurocirculatory  asthenia.  When  the  condition  is  the  result 
of  peripheral  vasodilatation  or  polycythemia,  however,  the  con¬ 
gested  parts  are  warm  and  the  skin  has  a  deep  red,  rather  than  a 
blue,  tint. 

ARTERIAL  HYPERTENSION 

The  average  systolic  blood  pressure  normal  for  men  of  all  ages 
ranges  between  no  and  135  mm.  Hg. ;  for  women,  between  95  to 
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125  mm.  Hg.  The  diastolic  normally  is  about  one-third  lower. 
A  systolic  pressure  continuously  1 50  mm.  or  over  may  be  regarded 
as  beyond  the  normal  for  any  age.  It  often  rises  with  advancing 
years,  since  the  longer  a  person  lives  the  more  opportunities  has 
he  had  to  acquire  the  various  conditions  which  tend  to  raise  it, 
but  such  hypertension  is  not  physiological,  and  many  elderly  men 
retain  the  blood  pressure  of  young  adult  life. 

The  systolic  pressure  is  persistently  high  in  cases  of  obesity.  In 
women,  whom  in  general  it  affects  much  less  severely  than  men, 
it  often  follows  shortly  upon  the  menopause.  It  is  high  in  a 
variety  of  pathological  conditions.  Among  these  are:  anything 
increasing  intracranial  pressure,  as  a  brain  hemorrhage  or  tumor ; 
chronic  lead  poisoning;  in  the  rare  cases  of  suprarenal  tumor; 
frequently,  in  chronic  nephritis,  even  before  the  renal  disease  has 
been  recognized  and  while  the  patient  is  still  being  treated  for 
“nervousness.”  These  last  cases  we  shall,  in  the  following  para¬ 
graphs,  refer  to  as  the  “vascular-renal”  group. 

Arterial  hypertension,  however,  is.  not,  strictly  speaking,  a  symptom  of 
nephritis  unless  marked  renal  insufficiency  has  developed.  In  some  cases  of 
chronic  nephritis  with  fairly  good  renal  function  it  is  high;  in  others,  it 
remains  normal.  The  reason  for  this  difference  we  do  not  know. 

The  effect  of  even  moderate  excitement  on  systolic  blood  pres¬ 
sure  is  unmistakable.  Even  that  incident  to  its  determination  often 
raises  it  from  25  to  35  mm.,  while  fright,  anger,  or  pleasure  may, 
in  extreme  cases,  cause  a  rise  of  even  90  mm.  (Cannon).  Many 
psychoneurotic  patients  with  chronic  emotional  hyperstimulation 
have  continuous  hypertension,  due  to  the  resulting  thyroid  and 
adrenal  hyperactivity.  The  hypertension  thus  produced  at  first  is 
variable,  since  the  mechanism  maintaining  it  is  not  yet  “fixed.” 
The  systolic  pressure  of  the  anxious  patient  in  the  doctor’s  office 
may  have  a  minimal  of  210  mm.  Hg.,  but  one  hour  later,  after 
she  has  consented  to  “give  up”  and  go  to  bed,  it  drops  to  140  mm. 
and  remains  at  that  level.  If,  however,  after  a  few  days’  rest  in 
bed  and  with  all  possible  emotional  factors  eliminated  it  still  re¬ 
mains  high,  its  mechanism  is  said  to  have  become  “fixed”  and  the 
prospects  of  lowering  it  are  not  promising. 

Essential  (idiopathic)  hypertension  is  of  particular  interest 
to  one  writing  on  the  psychoneuroses.  In  cases  of  this,  early  there 
is  no  evidence,  clinical  or  postmortem,  of  any  physical  disease,  cer¬ 
tainly  not  of  nephritis,  although  the  latter  probably  will  in  time 
develop.  It  sometimes  is  a  familial  trouble,  and  usually  appears 
after  forty  years  of  age.  It  would  seem  to  be  the  result  of  auto¬ 
nomic  stimulation  which  increases  the  tonus  of  the  peripheral  ves- 
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sels  and  traceable  to  many  factors,  among  them,  possibly,  hidden 
psychic  and  emotional  disturbances.  In  these  cases,  although 
early  probably  functional,  it  later  becomes  permanent.  While  such 
opinion  may  be  premature,  yet  we  do  believe  that  this  is  one  item 
we  pay  for  the  expense  of  our  driving  Western  mode  of  living 
(page  38). 

In  cases  of  essential  hypertension  the  systolic  pressure  is  con¬ 
tinuously  very  high,  from  250  to  320  mm.  Hg. ;  much  higher,  there¬ 
fore,  than  in  the  vascular-renal  group  even  immediately  before 
death.  Rowntree,  therefore,  used  the  expressive  term  “malignant 
idiopathic  hypertension.” 

Under  certain  unknown  conditions  the  systolic  blood  pressure  of  normal 
persons  may  be  excessively,  though  temporarily,  high.  We  were  asked  to 
examine  a  strong,  previously  healthy  man  who,  while  handling  lumber, 
sprained  his  left  shoulder.  We  could  not  measure  his  systolic  pressure  since 
it  was  above  the  scale  of  our  instrument  (300  mm.)  ;  the  diastolic  was  250 
mm.  Hg.  Apart  from  his  strained  shoulder,  he  felt  perfectly  well.  His 
doctor,  one  week  later,  obtained  a  sphygmomanometer  which  registered 
to  400  mm.,  reexamined  him  and  found  his  systolic  to  be  only  140  mm.  Hg. 
One  wonders  if  the  left  cervical  sympathetic  chain  had  not  become  involved 
in  his  strain  (page  121). 

The  urine  in  the  essential  cases  remains  both  qualitatively  and 
quantitatively  normal;  renal  functional  tests  and  blood  chemistry 
demonstrate  no  evidence  of  renal  insufficiency;  there  is  no  edema 
of  the  ankles.  Later,  however,  there  is  nocturia  and  the  appear¬ 
ance  of  an  occasional  trace  of  albumin,  with  hyaline  and  granular 
casts  in  the  urine.  The  fundi  of  the  eyes  early,  however,  often 
show  definite  changes:  retinal  vessels  which  are  narrowed,  tor¬ 
tuous,  give  a  bright  central  reflex,  and  compress  the  veins  they 
cross,  minute  hemorrhages,  and  other  evidences  of  a  neuroretin¬ 
itis. 

Many  of  the  patients  with  idiopathic  high  blood  pressure  are 
heavily  built  or  obese,  have  a  high  color  and  become  flushed  when 
they  stoop  over,  but  it  is  found  also  in  slender  persons.  With  the 
possible  exception  of  local  (subconjunctival,  nasal,  etc.)  hemor¬ 
rhages,  they  have  no  symptoms  directly  referable  to  their  hyper¬ 
tension,  which  usually  is  discovered  during  some  routine  examin¬ 
ation.  In  fact,  many  of  them  feel  in  good  health,  and  for  years 
later  lead  active  lives,  both  mentally  and  physically.  Others,  on 
the  other  hand,  complain  of  lack  of  energy,  fatigue,  restiveness, 
headache  (seldom),  and  giddiness.  Women  who  develop  this  con¬ 
dition  in  connection  with  the  menopause  often  complain  of  ner¬ 
vousness  and  irritability  of  temper  with  or  without  emotional  out¬ 
bursts,  of  failing  memory,  and  of  inability  to  concentrate. 
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Cardiac  dysfunctions  (palpitation,  extrasystoles,  and  occasion¬ 
ally  auricular  fibrillation)  may  be  among  the  first  symptoms  of 
this  hypertension.  In  others,  these  appear  later,  as  may  also  swell¬ 
ing  of  the  feet,  nocturnal  attacks  of  cardiac  asthma  (page  96), 
and  anginal  pains.  The  rupture  of  small  blood  vessels  is  not  un¬ 
common  late  as  well  as  early  in  these  cases.  Among  the  results 
of  this  are  subconjunctival  and  retinal  hemorrhages  and  petechiae, 
which  follow  pressure  or  which  appear  spontaneously,  especially 
over  the  legs.  Coronary  occlusion  followed  by  arterial  hypoten¬ 
sion  often  develops  in  these  cases  of  hypertension.  Transitory 
minor  cerebral  attacks  sometimes  occur,  but  much  less  often  than 
they  do  in  the  vascular-renal  group.  Among  such  are :  dizziness 
without  rotation;  faintness;  brief  losses  of  consciousness;  tran¬ 
sient  mental  confusion ;  loss  of  memory ;  paresis ;  paresthesias ;  and 
transient  hemiplegias,  monoplegias  and  aphasias.  Such  episodes 
are  attributed  to  vascular  disturbances,  although  the  precise  mech¬ 
anism  producing  them  is  unknown.  They  may  be,  but  often  are 
not,  premonitory  to  major  cerebral  accidents,  as  apoplexy,  which 
indeed  may  occur,  but  less  often  than  in  the  vascular-renal  group. 

In  diagnosis,  it  is  important  that  a  very  high  blood  pressure 
(250  or  over)  is  rare  except  in  cases  of  essential  hypertension. 
In  this  condition  it  varies  much,  depending  on  the  patient’s  ac¬ 
tivities,  emotional  states,  etc.  That  due  to  chronic  nephritis  is 
lower  and  more  stable. 

The  average  expectancy  of  life  of  patients  with  essential 
hypertension  is  about  ten  years,  yet  some  patients  have  maintained 
good  health  for  a  much  longer  period.  The  chief  considerations 
in  individual  prognosis  are  the  state  of  the  heart  and  the  ability 
and  willingness  of  the  patient  to  reorganize  his  life  as  advised. 
The  outlook  is  brightest  when  high  tension  is  found  accidentally  in 
a  patient  who  is  leading  an  active  life,  untroubled  by  symptoms  or 
cardiac  signs.  It  is  a  little  less  promising  in  those  who  become 
breathless  on  slight  effort,  and  much  less  so  in  those  who  suffer 
from  frequent  and  easily  produced  anginal  pains.  One  in  three 
(or  rather  more)  of  patients  with  this  condition  dies  of  heart 
failure ;  about  one  in  four  or  five,  of  cerebral  hemorrhage ;  a  few, 
in  anginal  states;  only  a  very  few  develop  uremia. 

Treatment. — The  treatment  of  the  vascular-renal  cases  of  ar¬ 
terial  hypertension  is  that  of  the  heart  and  kidney  conditions  pres¬ 
ent.  For  the  essential  cases,  the  situation  is  very  different.  Since 
the  public  in  general  is  obsessed  by  the  fear  of  high  blood  pressure 
and  thinks  that  when  present  it  shortens  life,  threatens  apoplexy, 
etc.,  beliefs  which  are  not  entirely  true,  those  with  hypertension 
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accidentally  discovered  should,  as  a  rule,  not  be  informed  of  the 
fact,  nor  should  they  be  examined  frequently.  Since  so  many  of 
them  already  are  harassed  by  various  anxieties,  the  dread  of  some 
serious  physical  condition  should  not  be  added  to  their  worries. 
They  should  be  advised,  and  on  very  general  grounds  only,  to  limit 
their  activities,  control  their  diet,  etc.  For  them,  supervision  alone 
is  necessary,  provided  they  are  willing  and  able  to  live  fairly  rea¬ 
sonable  lives.  The  most  important  detail  of  their  treatment  is  any 
form  of  psychotherapy  which  places  the  mind  at  ease.  If  free 
from  breathlessness  and  pain,  the  laboring  man  may  well  continue 
in  moderately  light  manual  work.  The  professional  man  should 
be  encouraged  to  take  exercise  in  the  open  air  (walking,  riding, 
golf,  etc.),  the  amount  allowed  to  be  governed  by  his  reaction  to  it. 
Exertions  which  produce  distress  of  any  kind,  or  which  are  fol¬ 
lowed  by  headaches  or  undue  fatigue  which  one  night’s  sleep  does 
not  relieve,  should  be  discontinued.  The  bowels  should  be  kept 
loose,  preferably  by  salines.  These  patients  should  use  tobacco  % 
temperately,  or  not  at  all,  and  alcohol,  never.  Since  the  blood 
pressure  falls  during  sleep  (unless  the  patient  has  terrifying 
dreams),  long  hours  of  rest  should  be  secured  by  suitable  exercise, 
by  abundant  open  air,  and,  if  necessary,  by  bromides  or  drugs  of 
the  barbituric  acid  series. 

Protein-poor  diets  are  not  to  be  recommended.  Some  patients 
feel  better  if  salt  is  restricted,  but  it  should  not  be  excluded.  A 
mixed  diet  such  as  the  patient  is  accustomed  to,  but  reduced  to  a 
quantity  just  adequate  to  maintain  weight,  is  best.  If  the  patient 
is  obese,  any  excess  of  carbohydrates  or  of  fats  should  first  be 
withdrawn,  and  later  a  general  reduction  made  in  the  total  amount 
of  food  ingested.  Rigid  dieting,  however,  is  not  well  tolerated 
since  it  causes  undue  weakness.  Regular  exercise  helps  to  reduce 
weight;  so  also  does  massage;  Turkish  baths,  however,  are  not  to 
be  advised.  Thyroid  may  be  used  if  the  basal  metabolism  rate  is 
low.  No  medicines  should  be  given  which  by  their  depressing 
effect  lower  the  pressure.  A  stay  in  a  suitable  sanatorium  equipped 
with  warm  baths,  saline  or  gaseous,  which  produce  mild  cutaneous 
vasodilatation,  is  to  be  recommended.  Electrical  therapies  (auto¬ 
condensation  of  the  high  frequency  current),  massage,  etc.,  often 
give  very  gratifying  subjective  and,  in  some  cases,  objective  relief. 

The  headaches  which  a  few  of  these  patients  sometimes  have  are 
best  relieved  by  the  use  of  high  pillows  at  night,  warm  baths,  and, 
if  necessary,  aspirin  (io  grains)  or  phenacetin  (io  grains).  For 
the  anginal  pains  which  sometimes  appear,  the  usual  remedies  are 
to  be  employed  (page  120). 
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The  surgical  treatment  of  idiopathic  hypertension  deserves  men¬ 
tion.  We  have  in  mind  two  cases  of  severe  angina  pectoris  with 
a  pressure  of  200  mm.  Hg.  and  over,  which,  following  cervical 
sympathectomy,  dropped  to  140  mm.  Hg.  and  remained  at  that  level 
indefinitely.  In  other  cases,  however,  the  results  were  not  as  satis¬ 
factory. 

ARTERIAL  HYPOTENSION 

Arterial  hypotension  probably  explains  many  more  psycho¬ 
neurotic  symptoms  than  does  hypertension,  since  the  adrenalin 
deficiency  which  explains  it  probably  always  results  also  in  atony 
of  the  entire  cardiovascular  system.  Clinically,  hypotension  is 
best  seen  in  Addison’s  disease  and  in  other  forms  of  tuberculosis, 
but  some  psychoneurotic  patients  also  show  it  as  a  result  of  long- 
continued  emotional  stress. 

THE  BLOOD  VESSELS 

Painful  sensations,  even  intense  pains  which  tend  to  radiate  from 
the  sites  of  the  lesions,  are  symptoms  of  various  vascular  diseases, 
of  those  especially  which  cause  degenerate  processes  in  the  vessels’ 
walls.  These  pains  are  doubtless  due  in  part  to  the  ischemia  of 
the  vessel’s  media,  the  result  of  the  spastic  contraction  of  the  vasa 
vasorum,  and  in  part  to  that  of  the  tissues  which  the  contracted 
artery  feeds.  Such  pain  due  to  the  spastic  contraction  of  peripheral 
vessels,  and  sometimes  very  severe,  is  a  feature  of  Raynaud’s  dis¬ 
ease,  in  which  condition  its  exacerbations  coincide  with  the  maxi¬ 
mum  spasm  of  these  vessels,  as  indicated  by  the  ischemia  of  the 
tissues  they  supply.  The  dilatation  of  an  artery  also  may  cause 
pain,  yet  in  preternatural  pulsation  of  the  aorta  (Rosenmuller’s 
disease),  a  functional  disorder  in  which  the  whole  body  and  even 
the  bed  shakes  with  each  heart  beat,  pain  is  not  a  prominent  fea¬ 
ture.  The  patients,  usually  women,  who  show  this  are  decidedly 
psychoneurotic. 

Arteriosclerosis  pathological  in  grade,  with  or  without  an 
associated  arterial  hypertension,  is  present  in  many  nervous  pa¬ 
tients  past  middle  life,  and  often  is  important  in  the  production  of 
their  psychoneurotic  states ;  so  also  is  their  fear  of  this  disease. 

General  arteriosclerosis  is  recognized  clinically  by  the  promi¬ 
nence,  tortuosity,  and  pulsation  of  the  superficial  vessels.  If  the 
walls  of  the  radial  arteries  are  palpable,  they  are  thickened;  and, 
if  so,  one  may  assume  that  the  arteriosclerosis  is  widespread.  On 
the  other  hand,  a  man  with  soft  radials  may  have  badly  diseased 
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aorta,  coronaries  and  cerebral  vessels.  Tortuosity  and  associated 
changes  in  the  retinal  vessels  suggest  sclerosis  of  the  cerebral 
vessels.  Formerly  it  was  thought  that  an  arteriosclerosis  practically 
limited  to  the  cerebral  vessels  usually  was  evidence  of  lues.  Now, 
syphilis  is  considered  to  be  an  infrequent  cause  of  this  local  in¬ 
volvement,  and  emphasis  is  laid  on  that  inherent  weakness  of 
these  vessels  which,  it  is  said,  results  from  the  great  increase  of 
cerebral  function  which  has  marked  the  evolution  of  man,  an  in¬ 
crease  far  too  sudden  to  allow  the  development  of  proper  ana¬ 
tomical  modifications  in  the  vessels  to  fit  them  to  carry  their  in¬ 
creased  load.9  Our  feeling,  however,  is  that  such  inherent  weak¬ 
ness  of  these  vessels  may  not  concern  man  as  man,  but  does  the 
Western  races  especially,  and  may  be  evidence  of  that  constitutional 
inferiority  mentioned  on  page  38. 
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CHAPTER  XIII 


THE  GASTRO-INTESTINAL  CANAL 

Of  all  organ  systems,  probably  none  makes  more  spectacular 
contributions  to  psychoneurotic  syndromes  than  does  the  gastro¬ 
intestinal.  While  many  of  its  reactions  may  of  themselves  be 
innocuous,  yet  those  of  them  which  tend  to  malnutrition  have  their 
serious  aspects,  and  some  would  seem  to  lead  to  the  development 
of  organic  lesions. 

The  effect  of  the  emotions  on  the  salivary  secretion,  making 
the  mouth  to  water  or  promptly  drying  it,  is  well  known.  The 
latter  difficulty  should  be  nullified  by  the  prescription  of  liquid 
foods. 

THE  ESOPHAGUS 

Primary  cardiospasm  (which,  however,  is  more  a  failure  of  the 
cardiac  sphincter  to  relax,  hence  Hirst’s  more  accurate  term, 
“achalasia”)  may  seriously  affect  the  function  of  the  normal  esoph¬ 
agus,  a  tube  dominated  by  its  parasympathetic  innervation.  In 
all  cases  of  this,  however,  one  should  exclude  spasm  due  to  a 
small  local  neoplasm,  not  nearly  large  enough  to  cause  mechanical 
obstruction,  and  that  cardiospasm  which  sometimes  is  the  earliest 
objective  evidence  of  organic  gastric  disease.  Globus  hystericus, 
the  result  of  parasympathetic  overstimulation,  involves  spasm  and 
often  visible  peristalsis  of  the  lower  portion  of  this  tube. 

While  the  pharyngeal  mucosa  is  sensitive  to  many  stimuli,  the 
esophageal  is  to  but  one,  the  thermal.  The  presence  of  food  within 
its  lumen  usually  is  not  perceived  unless  it  causes  marked  disten¬ 
tion  of  its  musculature,  which  gives  rise  to  a  burning  pain  (heart 
burn).  Esophageal  pain  is  always  associated  with  the  high  mus¬ 
cular  tonus  of  this  tube,  which  may  be  relieved  by  those  peristal¬ 
tic  movements  and  postural  adaptions  which  increase  its  capacity. 
Should,  however,  peristalsis  fail  to  overcome  a  hypertonus  al¬ 
ready  present,  pain  continues  after  its  wave  has  passed. 
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THE  STOMACH 

Many  gastric  symptoms  are  purely  psychogenic,  as  the  anorexia 
and  vomiting  of  fear  states ;  some  are  neurogenic,  as  the  gastric 
crises  and  Reichmann’s  syndrome  of  locomotor  ataxia;  more  are 
reflexly  produced,  as  the  vomiting  of  a  sick  headache  and  those 
symptoms  associated  with  dysfunctions  and  diseases  of  the  gall 
bladder,  appendix,  pelvis,  etc.  On  the  other  hand,  psychoneurotic 
states  often  rest  on  the  basis  of  misunderstood  gastric  symptoms 
and  may  mask  even  those  of  a  cancer.  Also,  these  states  may  fur¬ 
nish  the  primary  steps  of  a  process  which  later  will  result  in  an 
organic  disease,  as  gastric  dilatation  and,  possibly,  peptic  ulcer. 

The  effects  of  the  emotions  on  the  gastric  functions  are  most 
striking.  Fear  may  disturb  or  even  inhibit  gastric  secretion  and 
motility,  also,  indirectly,  the  secretion  of  saliva  and  of  pancreatic 
juice  and  intestinal  peristalsis.1  Also,  the  stomach  is  closely  bound 
up,  through  the  blood  stream  and  autonomic  nervous  system,  with 
many  organs  of  the  body,  perhaps  with  more  than  is  any  other 
viscus.  It,  therefore,  may  well  be  called  the  “fire  alarm”  of  the 
body,  for  of  each  ten  patients  with  predominant  gastric  symptoms, 
not  more  than  one  of  them  (Vanderhoff )  has  a  gastric  disease,  as 
gastritis,  acute  or  chronic ;  chronic  passive  congestion ;  ulcer ;  some 
mechanical  obstruction  to  the  pylorus,  etc.  Of  the  other  nine, 
three  probably  are  suffering  from  emotional  instability  (McLester), 
while  the  stomachs  of  the  other  six  patients  are  reflexly  disturbed. 

Sudden  vomiting  under  conditions  of  emotional  stress  may  find 
its  explanation  in  some  relationship  to  the  protective  reactions  of 
flight  and  fight,  so  important  in  the  animal  kingdom ;  for  these  ac¬ 
tivities,  like  athletic  sports,  are  never  best  performed  on  a  full 
stomach.  Indeed,  some  wild  animals,  it  is  said,  when  in  sudden 
danger  at  once  empty  their  stomach.  This  same  mechanism  may 
explain  the  nausea  and  even  vomiting  which  immediately  arise 
when  a  nervous  person  is  suddenly  frightened,  the  vomiting  so 
often  associated  with  definite  anxiety  states,  and  possibly  some  of 
the  sudden  unexplained  attacks  of  it  which  may  be  the  sole  evi¬ 
dence  of  anxiety  the  object  of  which  is  unknown  (page  320). 

Each  gastric  symptom,  as  pain,  nausea,  vomiting,  etc.,  is  pro¬ 
duced  by  the  same  mechanism  and  qualitatively  is  the  same  whether 
it  be  due  to  a  gastric  lesion,  as  ulcer  or  cancer,  to  a  reflex,  as  from 
a  diseased  gall  bladder,  etc.,  or  is  purely  psychogenic.  Gastric  pains, 
for  example,  whatever  their  cause,  always  are  the  result  of  stimu¬ 
lation  of  the  sensory  receptors  within  the  stomach  wall,  and  the 
afferent  impulses  thus  initiated  must  in  all  cases  travel  along  ex- 
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actly  the  same  paths.  The  stimulus  which  arouses  them  may  be 
the  normal  gastric  functions,  which  normally  are  never  perceived ; 
or  a  local  gastric  lesion ;  or  abnormal  contractions  of  the  stomach 
wall,  which  in  psychogenic  cases  are  induced  by  efferent  impulses 
from  the  subthalamic  centers,  and  in  others  by  reflex  impulses 
from  related  organs.  Whether  or  not  any  of  the  afferent  impulses 
thus  set  up  reach  consciousness  will  depend  on  the  irritability  of 
the  autonomic  nervous  centers  involved  in  their  transmission,  and 
on  their  threshold  in  consciousness,  both  of  them  emotionally  ad¬ 
justed. 

Gastric  Dysfunctions. — Gastric  dysfunctions  usually  are  clas¬ 
sified  as  sensory,  secretory,  and  motor.  This  division,  however,  is 
faulty,  since  probably  most  gastric  pains  are  motor  in  origin. 

Of  the  sensory  gastric  dysfunctions,  some  are  the  result  of 
modifications  of  the  normal  desire  for  food,  as  anorexia,  bulimia, 
and  various  perversions  of  the  food  appetite;  the  rest  are  motor 
in  origin.  The  majority  of  motor  gastric  manifestations  are 
those  which  involve  retroperistalsis,  which  may  be  primary,  or 
associated  with  pyloric  dysfunction  or  obstruction.  Of  the  gastric 
secretory  dysfunctions,  in  the  past  classified  as  hyperacidity,  hyper¬ 
secretion,  and  achylia,  no  sensations  directly  reach  consciousness. 

Sensory  Dysfunctions. — The  normal  gastric  mucosa  is  devoid 
of  tactile  sensibility.  It  does,  however,  seem  stimulated  by  changes 
in  temperature,  since  the  ingestion  of  hot  and  cold  substances  cer¬ 
tainly  gives  rise  to  vague  hot  or  cold  sensations  referred  to  the 
epigastrium.  While  these  may  arise  in  the  temperature  receptors 
in  the  body  wall,  or  may  be  due  to  reflex  vasomotor  changes  in 
the  skin  of  the  abdomen,  or  may  come  from  the  lower  end  of  the 
esophagus  (Herz),  yet  according  to  Carlson  the  gastric  (also 
esophageal)  mucosa  may  be  endowed  with  heat  and  cold  nerve  end¬ 
ings  of  the  protopathic  type;  that  is,  with  endings  which  are  not 
stimulated  by  slight  temperature  changes,  or  if  they  are,  which 
set  up  impulses  which  normally  do  not  affect  consciousness.  Such 
impulses,  however,  may  be  perceived,  and  even  disagreeably  so, 
if  hyperirritability  had  previously  developed  in  their  efferent  paths. 

The  normal  gastric  mucosa  has  no  pain  sensitiveness,  as  each 
surgical  operation  on  this  organ  performed  under  local  anesthesia 
demonstrates.  Nevertheless,  its  stimulation  by  strong  chemicals, 
as  pepper,  mustard,  strong  alcohol,  or  strong  acid  (5  to  20  percent 
HC1),  is  always  painful,  provided  these  substances  actually  in¬ 
jure  it.  If  so,  a  sensation  of  warmth  precedes  the  pain  (Carl¬ 
son2).  Those  substances  normal  in  quality  and  quantity  to  the 
stomach  cause  similar  pain  only  if  this  mucosa  had  previously  been 
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injured,  as  in  certain  types  of  gastritis,  in  cases  of  gastric  ulcer, 
etc.  Since  this  mucosa  so  often  is  the  seat  of  unsuspected  lesions 
(as  ulcers  and  those  chronic  changes  dependent  on  long-standing 
upper  respiratory  infection),  much  of  the  so-called  neurotic  gas¬ 
tric  hypersensitiveness  may  well  have  an  organic  basis. 

The  only  pains  which  under  normal  conditions  arise  from  a 
normal  stomach  are  the  pangs  of  hunger  (page  140),  and  in  the 
production  of  these  the  innervation  of  the  mucosa  plays  no  part 
(Carlson).  In  fact  all  gastric  pains,  including  those  mentioned 
above,  would  seem  always  to  be  muscular  in  origin  (page  138), 
stimulated  by  the  hyperdistention  of,  or  by  abnormal  contractions 
of,  the  gastric  musculature.  In  this  way  may  be  explained  the 
similar  discomfort,  even  acute  pain,  which  arises  when  a  normal 
stomach  is  overfilled  with  food  of  low  digestibility,  and  that  due 
to  strong  contractions  of  the  pyloric  portion  of  the  stomach.  The 
comfortable  sensation  of  fullness  in  the  stomach  after  a  heavy 
meal  also  is  due  to  the  tonus  of  its  muscular  coat. 

Hunger:  Appetite. — Appetite  and  hunger  are  quite  different 
sensations.  The  pleasant  feelings  of  appetite  and  the  desire  for 
food  result  from  the  direct  stimulation  of  nerve  endings  in  the 
gastric  mucosa  by  chemical  stimuli  too  weak  to  cause  actual  dis¬ 
comfort.  That  they  are  not  dependent  on  gastric  motility  is  indi¬ 
cated  by  the  fact  that  they  arise  immediately  after  dilute  hydro¬ 
chloric  acid,  carbonated  drinks,  etc.,  have  been  introduced  into  the 
quiescent  and  greatly  relaxed  stomach.  The  sensation  of  hunger, 
on  the  other  hand,  is  muscular  in  origin,  arising  from  a  certain 
type  of  strong  contraction  of  the  empty,  or  nearly  empty,  stom¬ 
ach  and  lower  esophagus,  called  the  hunger  contractions.  While 
each  hunger  pang  synchronizes  with  the  wave  of  contraction,  never¬ 
theless,  it  lags  behind  the  latter  both  at  its  start  and  termination. 

Carlson  states  that  these  hunger  contractions  (of  a  well-nour¬ 
ished  person)  are  initiated  in  the  stomach  itself ;  that  they  are 
hastened  by  vigorous  physical  exercises,  and  that  they  may  be  in¬ 
hibited  (through  the  splanchnic  nerves)  by  intellectual  processes, 
anxiety,  etc.  Hyperperistalsis,  whatever  its  cause,  causes  intense 
hunger.  This  is  seen  in  cases  of  pyloric  stenosis,  even  though  the 
stomach  is  filled  with  food,  and  in  those  mental  states  with  bulimia 
a  prominent  feature.  On  the  other  hand,  the  loss  of  a  fairly  keen 
appetite  (not  hunger)  after  one  mouthful  of  food,  seen  in  cases  of 
vagotonia,  may  be  due  to  a  continuous  state  of  gastric  hypertonus 
which  renders  the  stomach  unable  normally  to  relax  when  food 
enters  it  (page  146). 

Emptiness  of  the  stomach  alone,  however,  is  not  sufficient  to 


140 


The  Gastro-intestinal  Canal 


cause  hunger.  Normally,  three  times  a  day  (if  the  person  is  one 
with  regular  habits)  it  remains  empty  for  several  hours,  that  is, 
until  the  time  of  the  next  customary  meal,  before  this  sensation 
arises.  That  it  then  does  arise,  bears  witness  to  the  perfection  of 
organ  habit  formation.  Again,  hunger  may  be  psychically  inhibited, 
as  in  cases  of  anorexia,  the  stomach  remaining  empty  for  days 
without  giving  rise  to  any  desire  for  food ;  and,  finally,  the  feeling 
of  hunger  is  definitely  affected  by  the  depletion  of  the  nutrient 
substances  in  the  circulating  blood,  and  may  be  satisfied,  even 
when  the  stomach  is  empty  and  the  hunger  contraction  vigorous, 
by  the  subcutaneous  injection  of  a  nutrient  solution,  as  glucose. 
The  suggestion  has  been  made  (Thoma,  quoted  from  Kuntz)  that 
there  is  a  center  in  the  brain  which  reacts  to  the  lack  of  nutrient 
material  in  the  blood,  much  as  the  respiratory  center  reacts  to 
its  lack  of  oxygen,  by  sending  out  efferent  vagus  impulses  which 
both  call  forth  hunger  contractions  and  stimulate  the  secretion  of 
the  gastric  glands.  If  so,  then  it  may  well  be  this  central  nervous 
mechanism  which  is  emotionally  disturbed  in  those  psychoneuroses 
and  psychoses  of  which  anorexia  and  bulimia  are  prominent 
features. 

Anorexia. — The  absence  of  hunger  and  the  abolition  of  appe¬ 
tite,  as  stated  above,  primarily  are  psychically  determined ;  so,  also, 
is  the  positive  disgust  for  food  seen  in  cases  of  anorexia  nervosa. 
In  anxiety  states  especially  there  is  anorexia  and  also  a  diminution, 
even  complete  inhibition,  of  gastric  secretion  and  gastric  motility, 
with  a  feeling  of  weight  in  the  epigastrium.  This  condition  when 
long  continued  may  have  far-reaching  results,  since  partial  star¬ 
vation  results  in  general  malnutrition  and  produces  emotional  hy¬ 
perirritability.  One  avoids  a  hungry  animal,  even  a  pet.  It  sleeps 
badly;  is  restless;  its  temper  is  uncertain.  A  good  meal,  and  its 
emotional  tone  at  once  changes.  The  starved  mob  always  has 
been  the  dread  of  governments.  It  is  a  matter  of  common  obser¬ 
vation  that  the  majority  of  fanatical  reformers  and  trouble  makers 
are  emaciated  individuals,  or  at  least  have  a  “lean  and  hungry 
look.,,  Some  of  these  persons  boast  of  their  abstemiousness  in 
matters  of  diet,  as  though  it  were  a  virtue.  And,  finally,  in  the 
treatment  recommended  for  depressed  and  anxious  patients,  over¬ 
feeding,  even  forced  feeding  through  a  nasal  tube,  usually  is 
stressed. 

It  is  always  tempting  to  speculate  on  the  possible  physiological 
grounds  for  the  qualitative  changes  in  appetite  so  common  in  the 
psychoneuroses.  Often  without  laboratory  tests  one  can  predict 
whether  the  therapy  which  will  give  a  patient  relief  is  an  alkali  or 
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an  acid.  The  loss  of  appetite  for  fat  is  common  in  gall  bladder 
and  liver  diseases. 

We  have  been  greatly  interested  in  the  accuracy  of  the  instincts  of  ani¬ 
mals.  They  refuse  food  when  ill.  One  dog,  seriously  crushed  by  an  auto¬ 
mobile,  could  not  be  tempted  to  take  proteid  in  any  form,  as  meat,  milk,  etc., 
but  devoured  lumps  of  sugar  and  candy  voraciously.  Autopsy,  three  days 
later,  showed  acute  and  almost  complete  atrophy  of  the  liver. 

Dislikes  for  particular  foods  also  may  suggest  that  the  patient 
is  allergic  to  them,  a  point  of  value  in  children  especially  (page 
144).  The  aversion  to  certain  foods  seen  in  hysterical  persons 
may  possibly  be  attributed  to  a  marked  hypersensitiveness  of  their 
senses  of  taste  and  smell  (page  321). 

The  motor  manifestations  of  gastric  dysfunctions  may  result 
from  the  direct  action  of  improper  food  on  the  normal  stomach 
wall  (page  139),  or  be  the  result  of  retroperistalsis.  Retroperi- 
stalsis,  however  aroused,  when  slight,  produces  “heart  burn” ;  when 
more  vigorous,  acid  eructions ;  and  when  strong,  nausea  and  vomit¬ 
ing.  It  may  be  the  result  of  organic  stenosis  of  the  pylorus  due 
to  cancer,  to  the  contracted  scar  of  an  ulcer,  to  adhesions  binding 
the  upper  duodenum  to  the  gall  bladder,  etc. ;  or,  it  may  be  brought 
about  reflexly  by  a  wide  variety  of  lesions  more  or  less  remote 
from  this  sphincter,  as  gastric  and  duodenal  ulcers  and  cancers, 
appendicitis,  renal  calculus,  pyelitis,  diseases  of  the  gall  bladder 
and  the  genitalia.  A  gastric  lesion,  as  an  ulcer  or  cancer,  how¬ 
ever,  to  disturb  the  function  of  the  pylorus  must  be  in  immediate 
proximity  to  it;  those  just  a  little  distant  from  it,  do  not.  And, 
finally,  pylorospasm  (and  the  retroperistalsis  which  it  stimulates) 
certainly  may  be  a  response  to  an  emotional  reaction,  and  there¬ 
fore  is  common  in  the  psychoneuroses,  explaining,  in  part,  the 
gastric  symptoms  of  anxiety  states  (page  322).  In  such  cases  gas¬ 
tric  dilatation  may  result  (page  144). 

Nausea. — Nausea  is  a  very  complex  sensation,  which  always 
has  a  “distinct  sickness  character,”  referable  to  the  stomach.  It 
often  is  associated  with  vomiting ;  not  quantitatively,  however,  and 
either  may  occur  alone.  In  pancreatic  disease,  for  illustration,  the 
nausea  may  be  intense,  out  of  all  proportion  to  the  vomiting,  while 
in  brain  tumors  vomiting  may  occur  without  nausea.  Nausea  may 
be  initiated  by  the  direct  stimulation  of  the  gastric  mucosa  by  im¬ 
proper  food,  or  result  from  reflexes  from  other  organs.  Very  fre¬ 
quently,  also,  it  is  psychic  in  origin ;  that  is,  is  evidence  of  a  con¬ 
ditioned  reflex  which  dates  back  to  some  disagreeable,  but  usually 
forgotten,  incident  with  which  the  food  which  later  excites  it  was 
in  some  way  connected ;  also,  it  may  be  part  of  an  anxiety  state. 
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In  normal  persons  nausea  always  is  incompatible  with  appetite  and 
is  not  to  be  confused  with  hunger;  yet  in  psychoneurotic  persons 
intense  hunger  and  nausea  may  be  practically  identical;  both  in¬ 
volve  sensations  of  uncomfortable  tension  and  pain;  both  cause 
salivation;  with  both  there  may  be  bodily  weakness,  headache, 
dizziness,  etc. 

Vomiting. — Vomiting,  the  logical  sequel  of  nausea,  is  a  com¬ 
plicated  motor  manifestation  in  which  many  other  muscles  than  the 
gastric  wall  also  take  part,  as  those  of  the  pharynx,  the  diaphragm, 
the  anterior  abdominal  muscles,  etc. 

The  vomiting  of  pregnancy  always  has  been  a  mystery.  Orig¬ 
inally  interpreted  as  evidence  of  intoxication,  that  is,  as  a  result 
of  the  parasitism  of  the  fetus,  later  it  was  considered  by  the  psycho¬ 
analysts  as  largely  psychogenic,  the  evidence  of  an  anxiety  neurosis, 
a  manifestation  symbolic  of  the  unconscious  fear  of,  or  of  con¬ 
cealed  repulsion  against,  the  child.  Recently  Platonow  3  interprets 
it  as  a  somatic  manifestation  of  auto-intoxication  rather  than  a 
psychic  reaction,  but  one  which  may  be  greatly  influenced  by,  and 
in  80  percent  of  the  cases  may  be  completely  relieved  by,  suggestion. 

Gastric  Secretion. — The  primary  secretion  of  gastric  juice,  like 
the  early  gastric  peristalsis,  normally  is  a  response  to  psychic  stimu¬ 
lation.  Later,  it  is  a  response  to  the  chemical  stimulation  of  the 
mucosa  by  the  soluble  constituents  of  the  food.  The  latter,  the 
so-called  secondary  secretion,  however,  also  is  in  some  degree  in¬ 
fluenced  by  the  emotional  states.  The  importance  of  the  above  two 
factors  has  long  determined  our  food  customs.  At  dinner,  some¬ 
thing  appetizing  (as  caviar)  is  served  first;  since  psychic  stimu¬ 
lation  cannot  always  be  depended  on,  the  first  regular  course  is 
some  liquid  rich  in  soluble  proteid ;  later,  stimulating  gravies  and 
sauces  are  served  with  the  meats;  sweets  (inhibiting  substances) 
always  come  last. 

Disturbances  of  gastric  secretion  give  rise  directly  to  no 
stimuli  which  reach  consciousness.  Actual  gastric  hyperacidity 
(an  increase  beyond  normal  of  the  acidity  percent  of  the  gastric 
contents)  probably  seldom  is  present. 

The  secretion  of  the  acid-producing  glands  of  the  gastric  mucosa  contains 
nearly  0.5  percent  HC1.  This  acid  is  diluted  and  partially  neutralized  by 
the  secretions  from  the  glands  of  the  other  zones  of  the  mucosa,  and,  after 
a  test  meal,  by  the  saliva,  fluid  constituents,  and  digestion  products  of  the 
meal  itself,  so  that  one  hour  after  an  Ewald  breakfast  the  acidity  of  the 
gastric  contents  is  about  0.2  percent  (about  70  A.P.). 

Hypersecretion,  or  the  formation  of  excessive  amounts  of  gas¬ 
tric  juice  of  normal  acidity  percentage,  is  an  important  condition 
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to  which  the  term  “hyperacidity”  often  is  carelessly  applied.  This 
is  seen  in  Reichmann’s  syndrome,  a  truly  neurogenic  condition,  and 
in  this  a  sensation  of  intense  burning  precedes  the  vomiting  of  large 
amounts  of  clear  acid  gastric  juice.  It  occurs  also,  and  with  sim¬ 
ilar  gastric  discomfort,  in  those  conditions  of  motor  insufficiency 
just  marked  enough  to  allow  particles  of  partially  digested  food  to 
remain  in  the  apparently  empty  stomach.  In  the  most  of  the  cases 
of  it,  however,  the  sensations  suggesting  it  are  aroused  by  the 
stimulation  of  an  injured  mucosa  by  ordinary  foods  (page  138), 
or  are  the  result  of  a  retroperistalsis  just  sufficient  to  move  the 
normally  acid  gastric  contents  back  to  the  cardia  ventriculi  and 
lower  esophagus,  where  normally  they  do  belong.  Hyperchlor- 
hydria,  a  well-recognized  syndrome  of  the  past  and  supposed  to 
include  both  hyperacidity  and  hypersecretion,  is,  in  the  opinion 
of  modern  surgeons,  merely  another  name  for  peptic  ulcer.  How¬ 
ever,  when  through  excessive  vomiting  considerable  hydrochloric 
acid  is  lost  to  the  body,  the  resulting  changes  in  the  reaction  of 
the  blood  would  seem  to  determine  symptoms  suggesting  hyper¬ 
acidity,  and  pain  especially. 

From  achylia  gastrica  arise  no  gastric  symptoms  directly  refer¬ 
able  to  the  lack  of  acid.  Indeed,  a  person  may  for  years  secrete 
very  little  acid,  or  even  no  gastric  juice  at  all,  and  be  quite  un¬ 
conscious  of  his  condition,  provided  the  motor  functions  of  this 
organ  remain  normal.  In  these  cases  the  gastric  content  is  moved 
into  the  duodenum  with  surprising  rapidity.  Such  often  is  the 
case  in  pernicious  anemia  and  gastric  cancer,  and  may  be  true 
also  of  some  nervous  achylias,  although  the  Rehfuss  technic  has 
shown  that  some  at  least  of  these  represent  merely  a  delay  in 
gastric  secretion. 

Psychoneurotic  patients  with  true  achylia  gastrica,  however,  may 
complain  of  profound  fatigue  and  extreme  mental  irritability. 
Definite  psychoses  even  may  appear,  especially  in  those  cases  of 
achylia  associated  with  spinal  cord  changes,  glossitis,  and  megal- 
ocytosis. 

REFLEX  DYSPEPSIA 

As  mentioned  earlier,  the  stomach,  through  the  very  numerous 
mechanisms  which  control  its  functions,  may  be  disordered  re- 
flexly  by  lesions  of,  or  by  functional  disturbances  of,  organs  situ¬ 
ated  more  or  less  distant  from  itself.  Among  the  latter  are :  duo¬ 
denal  ulcer,  cholecystitis,  chronic  appendix  lesions,  ileal  kinks, 
chronic  ileocecal  inflammations,  cecal  and  colonic  stagnations,  eye- 
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strain,  nasal  troubles,  pelvic  diseases,  abnormal  mobility  of  the 
kidneys,  and  diseases  of  the  central  nervous  system. 

Among  the  symptoms  of  the  reflex  gastric  dysfunctions  are 
epigastric  distress  and  pain,  a  feeling  of  “heaviness”  after  eating, 
substernal  burning,  belching,  acid  eructations,  nausea  and  vomiting. 
The  severity  of  these  symptoms  certainly  is  no  measure  of  the 
seriousness  of  the  primary  visceral  lesion  reflexly  producing  them, 
but  lies  more  in  the  hyperirritability  of  those  nervous  centers  in 
the  spinal  segment  which  receive  efferent  impulses  from  both  the 
stomach  and  from  the  organ  from  which  the  reflexes  arise,  and 
others  also  which  are  emotional  in  origin.  If  the  primary  lesion 
is  inflammatory  or  destructive,  one  may  sometimes  demonstrate  in 
the  skin  area  of  gastric  reference  slight  hyperalgesia  and  muscular 
guarding  and  rigidity  (see  page  io). 

Whenever  gastric  symptoms  are  strikingly  independent  of  gas¬ 
tric  function,  it  is  safe  to  assume  that  the  stomach  itself  probably 
is  not  at  fault.  As  a  general  rule,  the  nearer  the  lesion  setting  up 
the  reflex  is  to  the  stomach,  as  a  duodenal  ulcer  or  gall  bladder 
disease,  the  more  likely  are  reflex  gastric  symptoms  to  arise.  The 
idea  that  gallstones  may  for  years  lie  quietly  in  the  gall  bladder 
without  producing  any  symptoms  at  all  is,  in  general,  not  true. 
Patients  with  them  almost  invariably  complain  of  intermittent 
gastric  irritability  involving  spasm  of  the  pylorus,  the  stimulus  for 
which  may  be  slight  alterations  in  the  position  of  the  stone,  or 
slight  exacerbations  of  the  associated  cholecystitis.  Chronic  oblit¬ 
erative  appendicitis  also  may  have  as  its  sole  presenting  symptom 
attacks  of  vomiting  which  seem  little  related  to  meals.  Acute  pan¬ 
creatic  troubles  give  rise  to  severe  reflex  gastric  disturbance,  ex¬ 
treme  nausea  and  often  vomiting,  and  may  produce  widespread 
autonomic  visceral  reactions  which  result  in  intestinal  paralysis. 

Functional  dilatation  of  the  stomach  may  be  brought  about 
by  sympathetic  overstimulation  alone,  or  it  may  result  from  para¬ 
sympathetic  overstimulation  of  the  pylorus,  causing  obstructive 
dilatation,  which  differs  from  the  former  type  in  the  presence  of 
powerful  peristaltic  waves,  present  even  after  the  stomach  has 
become  enormously  distended. 

Some  gastric  syndromes  are  explained  on  the  basis  of  gastric 
habits  acquired  during  a  previous  disease  which  long  since  has 
subsided.  Allergy  to-day  is  attracting  considerable  attention  as 
the  explanation  of  many  gastric  dysfunctions,  as  vomiting,  the 
incidence  of  which  often  suggests  the  food  to  which  the  person  is 
hypersensitive  (page  38). 
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One  patient,  a  woman  forty-eight  years  of  age,  since  childhood  has  had 
severe  seasonal  attacks  of  hay  fever  of  the  Fall  type,  but  absolutely  no 
signs  of  sinusitis.  Since  earliest  childhood  she  never  could  eat  beef,  pork, 
or  anything  cooked  in  pork  lard.  If  she  tried,  she  immediately  vomited  the 
meal. 

NERVOUS  DYSPEPSIA 

Although  many  cases  of  so-called  “nervous  dyspepsia”  are  due 
to  unrecognized  gastric  lesions,  as  an  ulcer  or  early  cancer,  or  are 
dependent  on  reflexes  from  other  diseased  or  functionally  dis¬ 
turbed  organs  (page  137),  yet  cases  of  true  psychogenic  “dyspep¬ 
sia”  also  are  common.  Indeed,  the  stomach  in  a  peculiar  way  reg¬ 
isters  the  affective  states  of  even  the  most  normal  individual.  An 
item  of  bad  news,  and  appetite  promptly  is  lost;  apprehension 
arises,  and  the  stomach  becomes  uncomfortable  and  vomiting  often 
follows.  Among  psychoneurotic  patients,  especially,  the  stomach, 
of  all  organs,  is  the  one  which  responds  most  readily  to  disturb¬ 
ances  of  the  emotions ;  or,  the  stomach,  by  substitution,  has  become 
the  focus  of  affective  interest;  while  in  other  cases,  gastric  dys¬ 
functions  are  expressions  of  suppressed  emotional  complexes,  and, 
indeed,  may  be  the  sole  evidence  of  anxiety  (page  323).  Emotional 
excitement,  however,  does  not  produce  the  same  digestive  disorders 
in  all  persons.  Gastro-intestinal  hyperactivity,  for  illustration, 
which  may  be  due  either  to  sympathetic  inhibition  or  to  parasym¬ 
pathetic  stimulation,  causes  in  some  cases  vomiting,  in  others, 
diarrhea. 

While  gastric  symptoms  which  persist  for  a  considerable  period 
of  time  and  with  some  constancy  as  to  quality  and  periodicity  sug¬ 
gest  as  cause  some  organic  lesion  in  the  stomach  or  in  a  related 
organ,  those  which,  in  part  at  least,  are  psychogenic,  are  character¬ 
ized  by  their  irregularity,  inconstancy,  and  episodal  character.  The 
fact  that  a  “dyspepsia”  has  all  the  marks  of  being  psychogenic, 
however,  does  not  rule  out  the  presence  of  a  latent  serious  organic 
lesion  which  it  may  mask,  the  very  mild  symptoms  of  which  have 
made  easy  the  development  of  psychogenic  gastric  dysfunctions. 
Further,  as  studies  of  gastric  hypertrophy,  gastric  atony,  and  pos¬ 
sibly  of  ulcer  would  suggest,  the  first  steps  in  the  production  of 
organic  lesions  may  have  been  some  dysfunction  primarily  psycho¬ 
genic. 

The  most  common  symptoms  of  that  form  of  psychogenic  “dys¬ 
pepsia”  of  emotionally  unstable,  but  also  of  normal,  persons  which 
results  from  sympathetic  overstimulation  (which  inhibits  gastro¬ 
intestinal  motility  and  secretion,  the  usual  mechanism  by  which 
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emotional  excitement  impairs  digestion)  are  anorexia,  nausea,  and 
vomiting  for  which  there  is  no  adequate  local  cause.  The  symp¬ 
toms  of  psychoneurotic  patients  of  the  psychasthenic  group,  on  the 
other  hand,  are  largely  the  result  of  increased  parasympathetic 
tonus,  which  prevents  the  relaxation  and  subsequent  normal  peri¬ 
staltic  movements  of  the  gastro-intestinal  canal.  These  latter  pa¬ 
tients,  hungry  before  the  meal,  lose  their  appetite  the  minute  they 
see  the  food;  or  they  “feel  full”  after  one  mouthful  (page  140)  ; 
they  have  a  feeling  of  “weight”  in  the  stomach  (page  140)  ;  etc. 
The  anorexia  of  some  of  psychasthenic  patients  rests  on  an  emo¬ 
tional  attitude  of  such  disgust  at  all  gastro-intestinal  functions  that 
they  will  no  more  eat  than  they  would  defecate  when  another 
person  is  in  the  same  room. 

In  both  of  the  above  groups  of  cases,  the  sympathetic  and  the 
parasympathetic,  antiperistalsis  often  arises,  with  heart  burn,  eruc¬ 
tations,  nausea,  and  vomiting  the  results.  If  either  condition  is 
long  continued,  hyperirritability  of  the  nervous  centers  involved 
arises,  which  allows  mild  stimuli  aroused  by  trivial  dysfunctions  to 
reach  consciousness  in  exaggerated  form.  Also,  because  of  that 
lowering  in  consciousness  of  the  threshold  of  gastric  sensory  stimuli 
which  the  too  interested  emotions  bring  about,  psychoneurotic  pa¬ 
tients  may  suffer  even  from  sensations  attributable  to  normal  di¬ 
gestive  functions  (page  7).  Gastric  symptoms  in  turn,  however 
produced,  may  become  adequate  primary  grounds  for  the  later  de¬ 
velopment  of  other  psychoneurotic  states. 

The  habit  of  gastric  lavage  is  one  which  psychoneurotic  pa¬ 
tients,  as  well  as  those  emotionally  more  normal  but  with  organic 
lesions  of  the  stomach,  easily  acquire  and  one  not  always  easy  to 
break. 

One  of  our  patients,  a  gastropath  whose  entire  life  revolved  around  his 
stomach,  even  had  his  stomach  tubes  made  to  order  by  the  dozen. 

One  of  the  most  spectacular  functional  disturbances  of  gastric 
motility,  and  one  purely  psychogenic,  is  the  so-called  aerophagia, 
or  the  swallowing  of  air  and  its  expulsion  with  repeated,  loud 
belchings.  If  while  the  patient  is  doing  this  he  be  carefully 
watched,  the  swallowing  movement  of  the  thyroid  cartilage  may 
be  seen. 

The  mechanism  which  produces  the  common  gas  pains  deserves 
discussion.  Very  seldom,  if  ever,  are  they  due  to  the  presence  of 
an  abnormal  amount  of  gas  in  the  stomach  or  indeed  in  any  part 
of  the  gastro-intestinal  canal.  Rather,  vigorous  peristaltic  move¬ 
ments  have  suddenly  greatly  diminished  the  capacity  of  the  viscus. 
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whereupon  the  normal  amount  of  gas  in  its  cavity,  but  now  under 
compression,  is  forced  to  find  exit  under  pressure. 

The  gastro-intestinal  reactions  to  the  emotions,  however,  depend 
not  alone  on  the  functional  condition  of  the  autonomic  nervous 
system,  but  also  on  that  of  the  endocrine  glands  and  on  the  acid 
base  balance  (page  148).  They  often  persist  much  longer  than 
do  the  grounds  for  the  emotion,  although  usually  they  cease  after 
this  has  been  relieved  or  other  psychic  syndromes  have  taken  its 
place.  After  a  disturbing  emotional  state  has  become  habitual  and 
serious,  however,  it  transfers  its  injurious  influences  to  higher, 
even  to  psychic,  levels,  and  the  autonomic  nervous  system  tends  to 
restore  itself  to  normal  (page  30).  This  explains  why  the  gastro¬ 
intestinal  functions  of  so  many  insane  patients  are  normal  or  even 
better  than  normal;  also,  why  any  improvement  in  their  psychic 
condition  often  is  heralded  by  a  return  of  physical  dysfunctions. 

The  treatment  of  a  true  nervous  dyspepsia  is  outlined  in  detail 
on  page  304.  At  this  point,  however,  we  would  emphasize  a  few 
points.  First,  that,  since  usually  exhausted,  the  patient  needs  more 
food  than  does  the  normal  person;  second,  that,  since  psycho¬ 
neurotic,  his  appetite  is  no  safe  indication  of  the  amount  of  food 
which  he  requires  (page  140)  ;  third,  that  the  food-needs  of  the 
brain  and  other  important  organs  are  quite  independent  of  the 
functional  disturbances  of  the  gastro-intestinal  canal ;  and,  fourth, 
that  the  stomach,  like  a  spoiled  child,  often  “must  be  made  to 
mind,”  and  can  be,  if  its  possessor  is  its  master  and  not  its  slave. 

PEPTIC  ULCER 

The  etiology  of  simple  gastric  and  duodenal  ulcers  has  long 
been  a  warmly  disputed  problem.  Now,  these  lesions  are  ex¬ 
plained  by  some  writers  as  indirect  results  of  parasympathetic  hy¬ 
pertonus,  the  result  of  dietary  indiscretions,  psychic  disturbances, 
sunburn,  upper  respiratory  infections,  etc.  Such  influences  usually 
cause  unimportant  and  brief  visceral  disturbances,  but  in  psycho¬ 
neurotic  individuals,  whose  autonomic  gastric  innervation  has  been 
made  hyperirritable  by  long-continued  hyperstimulation,  they  may 
produce  vasomotor  disturbances  resulting  in  ischemia  and  spasticity 
of  the  gastro-intestinal  tract,  leukopenia,  a  deficiency  of  gastric 
secretions,  hyperacidity  with  alkali  retention,  etc.  Such  a  sequence 
in  certain  individuals  may,  it  is  believed,  actually  explain  the 
origin  of  gastric  and  of  duodenal  ulcer. 

Peptic  ulcers  may  go  on  even  to  the  point  of  perforation  with¬ 
out  having  caused  a  single  sensation ;  others,  even  those  involving 
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merely  the  gastric  mucosa,  produce  severe  pains,  directly  referable 
to  this  organ  as  well  as  to  the  body  wall.  The  reason  for  this  dif¬ 
ference  has  been  the  subject  of  considerable  research.  In  gastric 
ulcer  there  is,  as  a  rule,  no  pain  when  the  stomach  is  empty  or 
immediately  following  the  ingestion  of  food.  It  starts  after  the 
food,  thoroughly  mixed  with  gastric  juice,  is  ready  to  be  discharged 
into  the  duodenum.  This  explains  the  so-called  “two- four  dance 
rhythm”  of  gastric  ulcer :  food,  comfort,  pain,  comfort,  etc. 

Duodenal  ulcer,  on  the  other  hand,  is  suggested  by  the  history 
of  periodic  hunger  pains,  always  present  before  breakfast,  which 
are  relieved  at  once  by  eating  or  by  the  administration  of  an 
alkali,  which  reappear  about  three  hours  after  a  meal  and  con¬ 
tinue  until  relieved  by  the  ingestion  of  more  food  or  of  an  alkali. 
In  cases  of  it  we  see  the  so-called  “waltz  rhythm”  of  the  pain: 
pain,  food,  comfort;  pain,  food,  comfort;  etc.  In  both  cases, 
gastric  and  duodenal,  the  pain  is  promptly  alleviated  by  vomiting, 
by  the  ingestion  of  alkalies  or  of  more  food.  Among  the  com¬ 
mon  explanations  for  this  pain  are:  hyperirritability  of  the  local 
sensory  nerves,  a  theory  which  is  untenable  since  the  pain  is  not 
synchronous  with  the  peristaltic  contractions  of  the  pyloric  por¬ 
tion  of  the  stomach  (Palmer)  ;  and  the  stimulation  of  the  zone  of 
inflammation  around  the  eroded  area  by  an  excessive  amount  of 
normal  gastric  juice,  with  gastric  peristalsis  a  contributing  factor. 
Balint,6  however,  believes  that  the  pain  is  produced  by  two  factors 
acting  simultaneously :  the  contractions  of  the  gastric  musculature, 
and  a  shift  in  the  hydrogen-ion  concentration  of  the  blood  toward 
the  acid  side.  He  showed  that  in  cases  of  gastric  ulcer  both  the 
typical  pains  and  an  increase  in  the  acidity  of  the  secretions  of  the 
gastric  glands  follow  the  contemplation  and  mastication  of  palatable 
food  by  the  patient,  even  though  none  of  it  be  swallowed ;  also,  that 
alkali  administered  intravenously  relieves  these  pains  quite  as  well 
as  does  that  which  is  given  by  mouth.  His  conclusion,  therefore,  is 
that  the  therapeutic  value  of  alkali  in  cases  of  peptic  ulcer  depends 
largely  on  its  effect  on  the  hydrogen-ion  concentration  of  the  blood. 
Atropine,  roentgenologic  radiation,  etc.,  measures  which  tend  to 
alleviate  ulcer  pains,  also  shift  this  balance  towards  the  alkaline 
side.  Physical  exertion,  on  the  contrary,  which  tends  to  shift  this 
balance  toward  the  acid  side,  aggravates  them. 

Peptic  ulcer,  in  addition  to  its  pain,  not  uncommonly  produces  in 
the  epigastric  region,  its  area  of  somatic  reference,  hyperesthesia, 
hyperalgesia,  increased  rigidity  of  one  or  the  other  rectus  muscle, 
and  an  exaggeration  of  the  abdominal  reflex  on  the  same  side. 
Such  reflex  manifestations  are  more  constant  when  the  ulcer  in- 
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vades  the  muscle  layer  of  the  stomach  or  duodenal  wall  than  when 
it  involves  its  mucosa  only.  They  are  usually  present  during  the 
period  of  the  pain,  but  they  may  persist  for  days  after  this,  because 
of  appropriate  treatment,  has  subsided.  Gastric  carcinoma,  on  the 
other  hand,  is  rarely  accompanied  by  pain  or  by  referred  somatic 
hyperalgesia.  This  discrepancy,  some  would  explain  on  the 
grounds  that  an  ulcer,  since  tissues  are  destroyed,  affects  directly 
the  sensory  nerve  endings  in  the  gastric  musculature,  while  a  carci¬ 
noma,  which  invades  the  muscle,  growing  between  its  fibers,  does 
not.  Simple  gastritis  rarely  is  accompanied  by  referred  somatic 
signs,  probably  because  the  lesions  are  so  superficial. 

Kern  and  Stewart  7  believe  that  hypersensitiveness  to  food  is 
one  of  the  etiological  factors  in  a  small  but  appreciable  percentage 
of  ulcers,  especially  of  those  which  recur  after  operation. 

The  diagnosis  of  peptic  ulcer  seldom  can  be  based  on  pain 
alone.  If,  however,  the  patient  has  vomited  blood,  even  but  once, 
or  has  passed  a  tarry  stool,  this  diagnosis  is  strongly  confirmed. 
Roentgenological  examination  usually  will  settle  the  question. 

Treatment  of  Peptic  Ulcers. — The  conventional  treatment  of 
peptic  ulcer,  granting  that  there  is  no  marked  organic  pyloric 
stenosis,  includes  a  diet  of  small  meals  at  very  regular  hours,  at 
two-  or  three-hour  intervals  (there  is  no  advantage  in  one-hour 
feedings),  the  food  very  bland,  free  from  coarse  constituents  and 
condiments,  and  rich  in  fat.  Such  a  diet  consists  largely  of  cream, 
eggs,  custards  and  finely  divided  meats  and  vegetables.  Between 
these  meals,  sodium  bicarbonate,  bismuth  subcarbonate  and  mag¬ 
nesium  oxide  are  given  in  doses  sufficient  to  forestall  the  presence 
of  free  hydrochloric  acid  in  the  gastric  contents.  The  administra¬ 
tion  of  alkali  intravenously  is  mentioned  on  page  148.  Deep  x-ray 
treatment  of  the  epigastrium  relieves  some  cases.  Recently,  the 
excision  of  the  autonomic  nerve  fibers  running  to  the  pyloric  region 
has  been  recommended.  In  allergic  cases,  Miller,5  following 
Bribam,  does  not  change  the  diet,  but  treats  gastric  ulcer  with  non¬ 
specific  proteid  injections,  and  finds  that  the  pains  disappear 
promptly. 

In  the  case  of  an  acute  ulcer,  presumably  due  to  local  or  tempo¬ 
rary  disturbances,  it  is  sufficient  to  treat  the  ulcer  alone;  but  the 
treatment  of  chronic  ulcer  should  be  directed  also  to  the  under¬ 
lying  constitutional  disorder  of  which  the  ulcer  is  but  one  symp¬ 
tom,  and  which  explains  the  frequency  with  which  it  recurs  follow¬ 
ing  operation. 

Psychotherapy  is  of  great  value  in  the  treatment  of  ulcer  (it  is 
a  help  in  the  symptomatic  therapy  even  of  cancer),  since  the  se- 
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verity  of  gastric  symptoms,  provided  the  emptying  power  of  the 
stomach  has  not  been  too  seriously  disturbed,  depends  in  large  part 
on  the  psychoneurotic  reactions  which  the  emotions  have  aroused. 
The  gain  thus  obtained  will  depend  not  alone  on  the  patient’s  im¬ 
proved  frame  of  mind,  but  on  his  improved  general  nutrition,  for 
malnutrition  affects  unfavorably  every  organ  function. 

GASTRIC  CANCER 

Cancer  of  the  stomach,  the  early  symptoms  of  which  are  often 
interpreted  in  terms  of  “neurasthenia,”  should  be  suspected  if  a 
patient  over  forty  years  of  age  develops  a  gastric  dysfunction 
which  is  quite  new  to  him,  that  is,  which  is  of  less  than  two  years’ 
duration ;  and  especially  if  among  its  symptoms  are  loss  of  appetite 
for  meat,  the  absence  of  free  acid  in  the  gastric  juice,  and  the 
presence  of  occult  blood  in  the  stools.  Loss  of  weight,  secondary 
anemia,  and  evidences  of  the  stomach’s  delayed  emptying  follow 
later.  Cancer  of  the  stomach  of  itself  produces  pain  (page  149), 
nausea,  or  vomiting  only  if  the  disease  happens  to  disturb  the 
stomach’s  filling  or  emptying  functions.  That  the  characteristic 
symptoms  of  early  cancer  of  the  stomach  may  be  entirely  masked 
by  the  psychoneurotic  reactions  which  the  early  indefinite  ones 
aroused,  is  well  known.  For  this  disease  surgery  offers  the  only 
hope. 

THE  INTESTINES 

The  only  definitely  localizable  pains  which  arise  in  the  small 
intestine  are  those  due  to  strong  contractions  of  its  muscular  wall. 
Such  occur  in  intestinal  colic ;  in  tabetic  crises ;  in  conditions  which 
limit  the  blood  supply  to  the  intestine,  as  advanced  arteriosclerosis 
constricting  the  portals  of  the  mesenteric  arteries,  in  which  case  the 
pain  is  most  severe  while  digestive  activity  is  at  its  height ;  and  in 
cases  of  intestinal  occlusion,  as  strangulated  hernia.  Lesions  of 
the  intestinal  wall,  as  ulcers,  give  rise  to  no  sensations  whatever 
unless  they  bring  about  hypermotility  of  this  viscus,  and  that  cer¬ 
tainly  must  be  seldom. 

The  pelvic  colon,  and  especially  the  rectum,  is  sensitive  not  only 
to  pain  stimuli  but  also  to  very  slight  pressure  changes,  important 
in  its  normal  functional  regulation. 

Colitis. — The  colon  symptoms  most  commonly  complained  of  by 
psychoneurotics  are:  epigastric  distress,  described  often  as  severe 
pain  with  nausea  and  vomiting;  general  abdominal  distress  with 
gaseous  eructations ;  pains  along  the  large  bowel ;  flatulence ;  con- 
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stipation ;  mucus  stools ;  diarrhea.  Such  symptoms  too  often  are 
attributed  to  “irritable  colon,”  “colitis,”  “mucous  colitis,”  or  “spas¬ 
tic  colitis.”  Certainly  the  term  “colitis”  should  be  limited  to  cases 
with  demonstrable  inflammatory  lesions  of  this  bowel,  as  shown  by 
roentgenological  examination  and  by  the  presence  in  the  stools  of 
blood-stained  mucus,  pus,  or  of  both.  These  absent,  the  chances 
are  that  the  symptoms  of  “colitis”  are  the  result  of  colon  dysfunc¬ 
tions  produced  either  reflexly  from  other  diseased  organs,  as  the 
gall  bladder,  appendix,  pancreas,  etc.,  or  of  that  loss  of  the  co¬ 
ordination  and  correlated  function  of  the  musculoneural  apparatus 
of  the  colon  itself,  so  often  seen  in  psychoneurotic  patients.8  Pa¬ 
tients  with  the  above-mentioned  symptoms  often  seek  the  surgeon 
for  relief  from  “chronic  appendicitis,”  “chronic  cholecystitis,”  and 
ptosis  of  the  kidney,  stomach,  colon,  liver,  uterus,  or  ovaries,  one 
or  all  together.  For  the  relief  of  these,  one  of  our  psychoneurotic 
patients  had  submitted  to  seven  laparotomies. 

The  extent  to  which  fear  can  influence  the  intensity  of  abdominal 
sensations  is  well  illustrated  by  the  much  greater  distress  which 
psychoneurotic  patients  with  slight  discomfort  in  the  lower  right 
iliac  fossa  suffer,  than  when  the  pain  is  on  the  right  side.  Such  a 
patient,  “unable  to  sit  up”  while  under  the  belief  that  he  has  acute 
appendicitis,  will,  when  reassured,  get  up  and  “walk  it  off.” 

Another  common  manifestation  of  this  so-called  “colitis”  is  the 
diarrhea  which  so  often  accompanies  an  anxiety  attack  or  any 
harrowing  experience,  probably  a  sort  of  partial  vasovagal  syncope 
(page  126).  In  these  cases  the  mechanism  then  operative  seems  to 
be  the  too  rapid  emptying  of  the  large  bowel  of  its  entire  contents. 
In  this  way  we  may  explain  also  the  morning  diarrhea,  that  is,  the 
passage  after  breakfast  of  two  or  three  loose  stools ;  also,  the  desire 
some  have  to  defecate  only  when  it  would  be  least  convenient  to 
do  so. 

Anxious  study  of  the  stools  to  ascertain  whether  or  not  they 
are  “ribbon-like,”  their  color,  whether  or  not  they  float,  etc.,  is  a 
common  interest  of  psychoneurotic  patients  who  fear  cancer  of 
the  rectum,  etc. ;  also,  the  presence  of  strings  of  mucus  in  the  stools 
often  convinces  apprehensive  individuals  that  they  have  a  tape¬ 
worm. 

Mucous  Stools. — The  significance  of  mucous  stools  which  con¬ 
tain  little  or  no  fecal  matter  is  a  much-disputed  subject.  The 
presence  of  mucus  in  constipated  stools  (often  diarrheal,  but  con¬ 
taining  hard  lumps  of  fecal  matter)  may  be  interpreted  as  evidence 
of  a  protective  reaction  designed  to  lessen  the  irritation  of  the 
intestinal  mucosa  which  these  masses  have  caused.  In  other  cases, 
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the  presence  of  mucus  suggests  pressure  against  the  rectum  from 
without,  as  by  a  retroflexed  uterus  or  pelvic  tumor. 

A  true  mucous  colitis,  as  indicated  by  the  occasional  passage 
of  large  amounts  of  pure  mucus,  sometimes  in  the  form  of  a  hollow 
mucous  tube  (i.e.,  a  cast  of  the  bowel  lumen),  is,  in  the  absence  of 
latent  constipation,  hard  to  interpret  except  as  a  secretory  neurosis, 
although  this  explanation  is  not  generally  accepted.  The  patients 
with  this  syndrome  usually  suffer  also  from  chronic  constipation 
and  have  suggestive  evidences  of  a  definite  though  slight  colitis, 
hence  the  term  “membranous  colitis.,,  In  any  case  with  mucous 
stools,  surgery  is  justified  only  when  indications  for  it  other  than 
pain  also  are  present. 

True  colitis,  both  acute  and  chronic,  may,  some  think,  be  allergic 
in  origin.9  This  is  the  explanation  allergists  give  not  only  of 
mucous  colitis  but  also  of  some  other  cases  with  mucus,  pus,  and 
pathogenic  organisms  in  the  stools,  which  condition  improves,  they 
say,  soon  after  the  patient  avoids  those  foods  to  which  he  would 
seem  to  be  hypersensitive. 

While  psychoneurotic  persons  often  interpret  the  symptoms 
of  their  functional  intestinal  disturbances  as  evidence  of  organic 
lesions,  yet  the  mistakes  are  by  no  means  all  in  that  direction,  for  a 
psychoneurotic  state  may  mask  an  organic  disease  of  this  tract. 
Also,  we  may  be  doing  some  supposedly  nervous  patients  an  in¬ 
justice,  for  at  autopsy  sometimes  are  found  unsuspected  post- 
inflammatory  lesions,  the  results  of  tuberculous  or  other  forms  of 
peritonitis  of  years  before,  so  located  that  they  might  well  inter¬ 
fere  with  the  nerve  supply  to  the  intestinal  wall. 

CONSTIPATION 

Chronic  constipation  has  so  varied  an  etiology  and  is  so  often 
important  an  accessory  factor  in  the  production  of  psychoneurotic 
states,  that  each  doubtful  case  one  should  make  a  thorough  ro¬ 
entgenological  study  of  the  gastro-intestinal  canal.  In  this  way 
we  may  recognize  the  ascending  cecal  type  of  constipation,  asso¬ 
ciated  with  troubles,  usually  surgical,  with  the  appendix,  gall 
bladder,  or  both;  the  atonic  type,  evidence  of  a  psychoneurotic 
make-up,  present  if  the  entire  colon,  twenty-four  hours  after  the 
barium  meal,  is  visualized,  and  the  transverse  colon,  also  in  the 
congenital  cases  the  hepatic  flexure,  is  almost  or  entirely  in  the 
pelvis ;  the  spastic  type,  seen  in  vagotonic  states  as  well  as  in  the 
ascending  cecal  cases ;  and  the  rectal  or  habit  type,  the  result  of 
careless  personal  hygiene  or  of  certain  emotional  trends. 
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The  great  majority  of  cases  of  chronic  constipation  are  of  the 
rectal  type.  In  persons  not  at  all  neurotic  this  results  from  care¬ 
less  personal  habits,  the  constant  presence  of  a  fecal  mass  in  the 
upper  rectum  producing  an  anesthesia  which  allows  the  stool  to 
remain  there  without  arousing  the  desire  to  defecate.  In  these 
cases  such  secondary  lesions  as  hemorrhoids  or  anal  fissures  often 
add  to  the  tendency  to  constipation.  In  psychoneurotic  patients, 
however,  rectal  constipation  may  indirectly  be  due  to  such  emo¬ 
tional  attitudes  as  disgust  with  this  function,  which  definitely  in¬ 
hibits  the  bowel  movement;  other  cases,  we  are  almost  obliged  to 
interpret  as  evidence  of  anal  eroticism. 

Some  young  women  simply  cannot  bring  themselves  to  make  any  attempt 
to  have  a  daily  movement.  Their  constipation  is  extreme,  and  yet  this  func¬ 
tion  to  them  is  so  “disgusting”  that  they  voluntarily  suppress  it.  Some  of 
them,  it  is  said,  carry  this  attitude  to  its  logical  conclusion  and  find  that 
eating  also  is  disgusting  (page  140).  It  may  well  be  that  our  national 
prudishness  concerning  the  normal  bowel  function  is  responsible  for  much 
of  the  constipation  so  common  in  this  country.  The  student  living  with  con¬ 
tinental  European  families  cannot  help  but  notice  the  frankness  with  which 
bowel  movements  are  discussed  at  the  dinner  table.  “Why  not,”  their  hosts 
say,  “it’s  normal,  isn’t  it?”  It  may  be  noticed,  however,  that  these  “frank” 
persons  do  not  at  their  meals  discuss  as  freely  as  we  such  conditions  as 
rheumatism,  headaches,  neuritis,  etc.,  conditions  which  they  consider  to  be 
definitely  pathological. 

Spastic  constipation  has  long  been  regarded  as  a  distinct  clin¬ 
ical  entity,  its  nature  demonstrated  by  the  marked  parasympathetic 
response  of  the  pupillary  reaction  of  the  patient  concerned  to  pilo¬ 
carpine  and  to  atropine.  In  view  of  the  almost  constant  presence 
of  spasticity  of  the  descending  colon  in  the  ascending  cecal  cases, 
however,  some  have  doubted  that  the  spasm  ever  is  primary.  Since, 
however,  chronic  constipation,  whatever  its  cause,  favors  the  de¬ 
velopment  of  slight  changes  in  the  appendix  often  interpreted  as 
evidence  of  appendicitis,  many  cases  of  constipation  regarded  as 
ascending  cecal  may  originally  have  been  spastic  in  type. 

Colonic  Stasis.  Intestinal  Auto-intoxication. — Many  psy¬ 
choneurotic  individuals  complain  of  a  host  of  general  symptoms 
(general  malaise;  indefinite  aches  and  pains;  abdominal  discom¬ 
fort;  flatulence;  anorexia;  functional  gastric  disturbance;  ‘‘intes¬ 
tinal  indigestion”;  mild  psychic  depression;  etc.)  often  attributed 
to  “colonic  stasis,”  “intestinal  intoxication,”  “auto-intoxication,” 
etc.  As  a  result  of  such  suggestion,  these  patients  are  very  un¬ 
happy  and  uncomfortable  if  they  do  not  have,  some  one,  some  two, 
and  some  even  three  bowel  movements  each  day.  Examination 
usually  shows  that  in  these  cases  the  stasis,  if  anywhere,  is  in  the 
rectum,  that  division  of  the  bowel  from  which  an  auto-intoxication 
could  scarcely  arise. 
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Chronic  infection  of  the  colon  wall  does  of  course  lead  to  the  absorption 
of  the  products  of  inflammation,  yet  it  certainly  need  not  be  mentioned  here 
that  of  toxins  developed  in  the  stool  mass  itself  and  absorbed  from  any  part 
of  the  colon  there  is  absolutely  no  evidence. 

We  have  made  it  a  point  to  inquire  of  these  patients  how  soon 
after  an  evacuation,  whether  spontaneous  or  the  result  of  an  enema, 
they  feel  relief  from  the  above-mentioned  symptoms,  and  find  that 
usually  it  is  from  one  to  five  minutes,  a  time  far  too  short  for  any 
“deintoxication”  to  be  effected,  and  which  suggests,  as  explanation 
of  the  relief,  either  a  vasomotor  shift  involving  the  splanchnic  area, 
or  some  erotic  satisfaction. 

Treatment. — Since  habit  constipation  in  so  many  normal  per¬ 
sons  is  the  result  merely  of  careless  personal  hygiene,  the  best 
treatment  for  them  is  the  adoption  by  them  of  better  habits.  Cer¬ 
tainly  these  patients  should  not,  as  they  usually  do,  use  cathartics. 
If,  however,  some  local  trouble,  as  a  fissure,  hemorrhoids,  etc.,  has 
developed,  this  should  be  treated  first.  The  primarily  ascending 
cecal  type  often  requires  surgery  for  its  relief,  and  yet  reeducational 
treatment  often  helps  much. 

The  best  scheme  of  treatment  for  psychoneurotic  persons  is  that 
outlined  by  Dubois.10  After  seven  days  of  Binswanger’s  regimen 
(page  304),  the  patient,  now  on  full  diet,  drinks,  the  first  thing 
in  the  morning,  a  large  bowl  of  water,  preferably  hot.  His  break¬ 
fast  always  includes,  in  addition  to  whatever  else  he  chooses,  a 
fruit  (such  as  orange,  grapefruit,  baked  apple,  apple  sauce,  or 
stewed  prunes),  a  coarse  cereal  with  cream  and  sugar,  and  toast 
spread,  not  with  butter  (which  has  no  stimulating  effect  on  the 
bowel),  but  with  marmalade,  jam,  or  honey.  At  a  definite  time 
soon  after  each  breakfast,  and  this  is  the  important  element  in  the 
therapy,  the  patient  makes  a  determined  effort  to  empty  the  bowel. 
If  on  two  successive  mornings  this  is  unsuccessful,  a  water  enema 
before  retiring  is  allowed  on  the  evening  of  that  second  day.  In 
this  way  a  definite  habit  is  soon  established.  Any  unfortunate  emo¬ 
tional  attitudes  towards  the  bowel  function  will  of  course  receive 
due  attention.  The  atonic  type  of  case  is  to  be  treated  by  psycho¬ 
therapy,  out-of-doors  exercise,  especially  riding  and  golf,  and  a 
rich  but  not  bulky  diet. 

THE  APPENDIX  VERMIFORMIS 

Acute  appendicitis  is  a  subject  which  need  detain  us  but  little, 
but  chronic  appendicitis  is  of  great  interest  to  one  studying  func¬ 
tional  medical  syndromes.  If  by  this  latter  term  one  has  reference 
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to  cases  which  present  a  succession  of  very  mild  acute  attacks,  then 
it  is  a  fairly  common  condition,  but  one  for  which  the  diagnosis 
“subacute”  is  preferable.  In  those  cases  usually  called  “chronic,” 
however,  there  is  no  such  history ;  merely  uneasy  feelings,  pain  and 
tenderness  on  pressure  in  the  appendix  region,  chronic  constipation 
often  with  mucus  in  the  stool,  and  various  gastric  dysfunctions. 
In  some  of  these  cases  the  tenderness  on  pressure  near  McBurney’s 
point  is  due  to  an  extreme  sensitiveness  of  the  right  iliac  vessels 
(and  so  can  be  elicited  over  the  left  iliac  artery  and  abdominal 
aorta)  ;  in  other  and  more  deceptive  cases,  the  spontaneous  pains 
and  the  local  tenderness  are  evidence  of  a  spondylitis  which  in¬ 
volves  the  nerve  roots  which  receive  the  sensory  fibers  from  the 
lower  right  abdominal  wall.  This  explanation  is  justified  if  a 
similar  pain  is  elicited  by  extreme  movements  of  the  lower  spine. 
Some  surgeons  have  in  this  way  explained  the  majority  of  cases 
of  “chronic  appendicitis.”  The  most  of  our  patients  with  it,  how¬ 
ever,  have  been  very  constipated  and,  thanks  to  the  publicity  given 
to  the  appendix,  have  focused  their  emotional  interest  on  the 
region  where  they  imagine  this  organ  to  lie. 

THE  LIVER  AND  GALL  BLADDER 

Liver. — The  liver  parenchyma  and  its  peritoneum  are  insensitive 
to  ordinary  stimuli,  therefore  liver  abscess  and  other  inflammatory 
or  circulatory  conditions  give  rise  directly  to  no  local  sensations. 
The  pains  which  do  accompany  these  conditions  are  to  be  attrib¬ 
uted,  in  part,  to  the  distention  of  the  hepatic  capsule,  in  part,  to  the 
pull  on  the  diaphragm  by  this  organ  when  enlarged,  and,  in  part, 
to  viscerocutaneous  reflexes,  which  produce  constant  dull  pains, 
hyperesthesia  and  sometimes  muscular  rigidity  in  the  somatic 
area  of  liver  reference,  which  just  overlies  this  organ.  In  subacute 
cases,  however,  one  finds  merely  an  exaggeration  of  the  abdominal 
reflex  over  this  area.  The  pain  in  the  right  shoulder,  commonly 
considered  as  a  sign  of  cholelithiasis,  probably  is  present  only  in 
case  the  inflammation  of  the  gall  bladder  has  involved  the  under 
surface  of  the  diaphragm,  causing  diaphragmatic  pleurisy  (page 
95)- 

Gall  Bladder  and  Bile  Ducts. — Apart  from  the  typical  colic 
caused  by  traveling  gallstones,  some  patients  with  cholelithiasis 
suffer  a  dull,  heavy  pain  in  the  upper  right  abdomen,  due  to  move¬ 
ments  of  a  stone  too  large  to  enter  the  cystic  duct;  of  others,  the 
only  symptoms  of  this  trouble  are  gastric  dysfunctions  (page  141). 
Some  patients  without  pain  have  projectile  vomiting  which  differs 
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from  that  of  cerebral  diseases  because  of  the  intense  nausea  which 
accompanies  it  and  its  extraordinarily  explosive  character.  This 
probably  is  due  to  small  gallstones  traveling  rapidly  down  the  bile 
ducts.  From  the  character  of  the  symptoms  alone,  when  they  are 
mild,  one  seldom  can  decide  whether  or  not  there  is  a  stone  in  an 
inflamed  gall  bladder. 

The  gastric  symptoms  which  reflexly  arise  in  gall  bladder  troubles 
often  resemble  those  due  to  peptic  ulcer,  except  that  they  do  not 
recur  daily  over  as  long  periods  of  time,  are  less  related  to  errors 
in  diet,  and,  because  of  the  infection  usually  present,  often  are  ac¬ 
companied  by  slight  fever  and  general  malaise.  With  gall  bladder 
trouble  often  there  is  an  intractable  constipation.  Also,  the  patient 
frequently  is  awakened  during  the  early  morning  hours  by  gastric 
discomfort,  due  probably  to  the  vigorous  peristaltic  emptying  move¬ 
ments  of  the  stomach,  the  result  possibly  of  an  abnormal  spasticity 
of  the  pylorus  reflexly  disturbed. 

Some  normal  gall  bladders,  and  especially  in  psychoneurotic  pa¬ 
tients,  give  pains  suggesting  gallstones.  In  some  cases  these  are 
thought  to  be  caused  by  the  contractions  of  this  organ,  and  espe¬ 
cially  if  because  of  a  very  long  mesentery  it  hangs  free  in  the 
abdominal  cavity.  Other  such  symptoms  may  be  an  integral  part 
of  psychoneurotic  conditions.  The  gall  bladder  and  bile  ducts  are 
richly  provided  with  autonomic  nerve  fibers,  and,  together  with  the 
duodenum  and  pylorus,  all  closely  related  structures,  may  con¬ 
tribute  much  to  these  syndromes. 

Treatment. — The  only  curative  treatment  for  gallstones  is,  of 
course,  surgical.  If,  however,  operation  for  the  time  being  is 
out  of  the  question,  and  for  most  cases  of  subacute  cholecystitis 
without  stones,  the  best  treatment  is  the  avoidance  of  all  strenuous 
physical  exertion,  and  meals  free  from  all  condiments,  poor  in 
fat,  and  taken  at  very  regular  intervals.  Psychotherapy  will  relieve 
many  of  the  symptoms  of  even  organic  cases. 

In  all  functional  abdominal  troubles  it  may  be  quite  impos¬ 
sible  to  state  which  of  several  organs,  gall  bladder,  appendix,  and 
colon,  is  at  fault. 

Miss  X,  48  years  old,  superintendent  of  a  training  school  for  nurses,  has 
for  years  suffered  greatly  from  abdominal  disturbances  (pains,  feelings  of 
distress,  and  irregular  bowels,  now  constipated,  now  loose).  Her  appendix 
was  removed  twenty-three  years  ago,  the  gall  bladder  six  years  ago,  and 
the  gall  bladder  region  explored  a  second  time  two  years  ago.  While  each 
operation  has  changed  the  clinical  picture  somewhat,  yet  the  sum  total  of 
abdominal  symptoms  to-day  remains  about  the  same  as  ever.  She  affirms, 
however,  that  during  her  vacations  these  symptoms  entirely  disappear !  Evi¬ 
dently  her  colon  is  a  focus  of  emotional  interest,  serving  her  as  a  substitute 
for  the  worry  connected  with  her  work. 
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THE  PANCREAS 

Chronic  pancreatitis  is  a  condition  usually  overlooked,  or  its 
symptoms  misunderstood,  unless  the  changes  in  blood  sugar  and 
the  evidence  of  trypsin  deficiency  happen  to  be  discovered.  Ex¬ 
cluding  the  cases  of  celiac  disease  and  of  pancreatic  infantilism  in 
children,  these  are :  marked  asthenia,  especially  on  exertion ; 
“toxic”  symptoms,  often  cyclic;  indefinite  discomfort  in  the  ab¬ 
domen;  irregularities  of  the  bowel  action,  now  loose,  now  con¬ 
stipated;  and  disturbed  sleep.  The  blood  sugar  of  these  patients 
is  sometimes  quite  low.  This  always  suggests  hyperinsulinism  due 
to  insulomas  of  the  pancreas  (page  394),  but  further  evidences 
pointing  to  that  trouble  may  fail,  and  the  patient  improve  greatly 
under  general  treatment  (a  diet  rich  in  bananas,  pancreatin  by 
mouth  in  acid-insoluble  capsules,  etc.).  We  have  been  surprised 
at  the  low  blood  sugars  of  many  psychoneurotic  patients,  and  won¬ 
der  if  chronic  pancreatitis  may  not  have  the  share  in  the  produc¬ 
tions  of  some  of  these  of  their  symptoms  we  ascribe  to  the  gall 
bladder,  stomach,  appendix  and  colon. 

The  symptoms  of  a  woman  forty-six  years  old,  very  psychoneurotic  to-day, 
but  not,  her  family  said,  prior  to  six  years  ago,  were:  gastric  acidity  with 
acid  eructations,  which  followed  each  meal  regardless  of  its  nature ;  a  heavy 
feeling  in  the  abdomen,  which  lasted  for  from  fifteen  minutes  to  two  hours, 
then  subsided  slowly ;  “a  hard  knot  in  the  epigastrium”  with  pain  radiating  in 
the  back  between  the  scapulae,  sometimes  so  severe  that  she  has  rolled  on 
the  floor.  During  these  six  years  she  has  lost  forty-four  pounds.  During 
the  last  four  years,  her  early  morning  depression  with  marked  anhedonia  has 
suggested  strongly  a  primary  psychosis,  but  there  is  no  history  of  previous 
attacks  of.  depression,  and  there  were  no  evidences  of  the  menopause.  Re¬ 
peated  roentgenological  examinations  of  the  gastro-intestinal  tract  and  gall 
bladder  all  have  shown  normal  functioning  and  have  suggested  no  lesions. 
All  physical  and  laboratory  examinations  have  been  essentially  negative. 
There  was  no  occult  blood  in  the  stools ;  the  blood  sugar  was  120  mg.  per 
100  cc.  The  diagnosis  we  made  was  chronic  pancreatitis.  Finally,  to  satisfy 
her,  an  exporatory  laparotomy  was  done,  which  disclosed  an  inflamed  ap¬ 
pendix  and  gall  bladder  (no  stones),  hepatitis,  and  chronic  pancreatitis. 
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THE  GENITO-URINARY  SYSTEM 

The  kidneys  and  urinary  bladder  very  frequently  play  conspicu¬ 
ous  parts  in  the  symptomatology  of,  and  in  the  production  of, 
psychoneurotic  syndromes.  Backaches,  so  common  to  nervous  pa¬ 
tients  (page  180),  often  arouse  the  fear  of  Bright’s  disease;  the 
tormenting  urge  to  micturate  every  half  hour  or  so  is  a  very  com¬ 
mon  nervous  symptom;  anuria  frequently  accompanies  marked 
emotional  states ;  many  nervous  crises  of  all  kinds  are  followed  by 
a  temporary  polyuria;  and,  finally,  “neurogenic  albuminuria”  has 
been  described  as  a  feature  of  anxiety  states. 

The  kidney  itself  is  insensible  to  pain.  Most  pains  renal  in 
origin,  the  most  of  them  referred  to  the  back  just  below  the  costal 
margin,  arise  in  its  distended  or  inflamed  pelvis,  or  are  due  to  the 
distention  of  its  capsule  (although  a  shrunken  kidney  also  may  give 
rise  to  pain),  to  the  traction  of  this  organ,  enlarged  or  out  of  posi¬ 
tion,  on  its  blood  vessels,  or  to  the  stimulation  of  the  sensory 
nerves  of  the  adjacent  parietal  peritoneum.  If  the  ureter  also  is 
involved,  this  pain  not  uncommonly  radiates  along  the  ureter  to  the 
bladder,  ovary  or  testis,  and  sometimes  into  the  thigh.  The  right 
kidney  of  a  slender  woman  often  is  palpable  and  sometimes 
“floats,”  but  this  causes  no  pain  unless  as  a  result  of  a  rationaliza¬ 
tion  for  some  psychoneurotic  disturbance. 

Urinary  Bladder. — The  psychoneurotic  symptoms  contributed 
by  the  bladder  are,  for  the  most  part,  disturbances  in  micturation. 
Vesical  pains  are  common,  but  since  the  mucosa  of  the  bladder  is 
insensitive  to  the  ordinary  stimuli  of  touch,  pain,  and  temperature, 
the  general  pain  and  the  indefinite  sensations  more  or  less  definitely 
localizable  at  the  neck  of  the  bladder  must  result  from  reflex 
spasm  of  its  musculature. 

Micturition  is,  in  part,  a  reflex  and,  in  part,  a  voluntary  act. 

The  muscular  wall  of  the  bladder  (the  detrusor  muscle)  and  its  internal 
sphincter  are  innervated  through  the  hypogastric  (sympathetic)  nerve,  the 
stimulation  of  which  elicits  relaxation  of  the  former  and  increased  tonus  of 
the  latter;  the  stimulation  of  these  muscles  through  the  pelvic  (parasympa¬ 
thetic)  nerves,  on  the  other  hand,  has  reverse  effects,  and  result  in  the 
emptying  of  this  organ.  The  external  sphincter  is  supplied  by  the  pudendal 
nerve. 
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While  sympathetic  reflexes  are  of  far  less  importance  than  para¬ 
sympathetic  in  the  normal  voluntary  control  of  the  bladder,  yet  the 
lumbar  cord  centers  which  control  this  function  are  highly  sen¬ 
sitive,  and  respond  not  alone  to  those  afferent  impulses  which  arise 
in  the  bladder  and  which  play  an  important  role  in  its  functional 
regulation,  but  also  to  many  pain  and  temperature  stimuli  which 
come  from  almost  any  part  of  the  body,  with  an  urge  to  micturate 
the  result.  This  urge,  when  normal,  does  not  depend  directly  on 
the  distention  of  the  bladder  musculature;  for,  if  it  did,  it  would 
be  continuous  and  become  progressively  stronger  as  the  bladder 
becomes  more  and  more  distended,  which  is  not  the  case.  Some 
say  it  is  due  to  the  increased  tonus  of  the  detrusor  muscle ;  some, 
to  that  of  the  sphincter  vesicae;  others,  that  both  are  involved. 
The  actual  overdistention  of  this  viscus,  however,  results  not  only 
in  a  strong  desire  to  micturate  but  in  acute  pain.  Nevertheless, 
painful  and  frequent  urination  seldom  indicates  actual  overdis¬ 
tention;  usually  it  is  the  result  of  functional  disturbances  of  its 
innervation,  emotional  in  origin.  In  elderly  men,  however,  “ner¬ 
vous  polyuria”  too  often  proves  to  be  evidence  of  definite  vesical 
overdistention — the  result  of  prostate  trouble. 

The  control  of  the  bladder  often  is  emotionally  disturbed.  Many 
normal  persons,  embarrassed  by  the  presence  of  others,  cannot 
urinate,  no  matter  how  hard  they  may  try.  Suggestion  also,  as  the 
sound  of  running  water,  may  give  rise  to  an  almost  irresistible 
urge  to  do  so.  Strong  emotional  disturbances,  e.g.,  anxiety  and 
fright,  not  uncommonly  give  rise  to  this  urge  and  even  may  pro¬ 
duce  involuntary  micturation.  Some  emotionally  unstable  persons 
void  very  frequently ;  the  very  thought  of  it  may  arouse  their  in¬ 
tense  desire  to  do  so,  and  especially  when  this  would  be  the  most 
inconvenient. 

While  the  direct  voluntary  control  of  the  bladder  may,  as  some  believe, 
be  effected  through  a  definite  cortical  center,  yet  the  urge  to  urinate  must  be 
mediated  through  lower  autonomic  centers  not  under  cortical  control.  In¬ 
deed,  when  the  urge  is  present  the  individual’s  voluntary  efforts  to  suppress 
it  only  intensify  it,  and  involuntary  micturition  may  ensue.  A  distracting 
incident,  however,  and  the  urge  at  once  vanishes. 

The  prostate  gland  itself  seldom  becomes  a  focus  for  emo¬ 
tional  interest,  but  the  dysfunctions  it  causes,  since  misunderstood, 
often  enter  into  psychoneurotic  syndromes.  For  the  disturbances 
in  urination  which  the  prostate  causes,  the  bladder  often  is  held  to 
blame ;  the  referred  pains  in  the  back  due  to  prostatitis  usually  are 
ascribed  either  to  “neurasthenia,”  to  urethritis,  or  to  spondylitis. 

Some  recognize  an  allergic  form  of  urethritis  1  which  pro- 
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duces  a  thin  mucus  discharge  in  which  are  a  few  pus  cells.  The 
presence  of  an  urethritis,  whether  gonorrheal  or  non-venereal, 
and  especially  if  its  presence  arouses  a  guilty  conscience,  may  give 
rise  to  marked  psychoneurotic  states. 

The  Sexual  Organs. — The  genital  system  contributes  much 
more  to  psychoneurotic  syndromes  than  does  the  urinary.  That 
pelvic  disturbances  may  cause  sufficient  nasal  congestion  to  cause 
intranasal  pressure,  and  the  reverse  relationship,  that  dysmenorrhea 
may  be  relieved  by  intranasal  treatment,  are  mentioned  on  page 
74.  Ovarian  headaches  are  still  recognized  by  some  (page  91). 
Michaelson  (reference  on  page  49)  mentions  a  case  of  parietal 
headache  on  the  same  side  as  a  diseased  ovary. 

The  sexual  organs  of  the  male  frequently  are  infected  and  often 
are  traumatized,  and  yet  seldom  give  rise  to  local  pain.  Because 
of  man’s  great  emotional  interest  in  these  organs,  however,  any 
suspicion  of  an  anatomical  abnormality,  injury,  or  disease  may 
serve  as  the  basis  for  intense  psychoneurotic  reactions.  On  the 
other  hand,  the  indefinite  symptoms  of  diseases  of  the  prostate 
(those  of  hypertrophy  with  urinary  stasis)  and  bladder  (e.g., 
those  of  unrecognized  cancer)  may  give  rise  to  psychoneurotic 
complaints,  and  even  to  psychic  troubles,  which  the  patient  does 
not  associate  with  these  organs,  with  the  result  that  these  troubles 
may  be  overlooked.  The  marked  emotional  rejuvenation  of  men 
following  prostatectomy  confirms  this  opinion. 

The  personality  development  of  the  boy  depends  in  large 
degree  on  his  attitude  towards  his  sex  life  (page  263),  and  in  him 
any  malformation  or  disturbances  of  these  organs  tends  to  person¬ 
ality  fixation  at  the  genitalia  level.  In  adults,  any  suspected  ab¬ 
normality  of  the  genitalia  (for  illustration,  the  atrophy  following 
the  orchitis  which  sometimes  complicates  mumps)  may  arouse  in¬ 
tense  worry  and  lead  to  a  marked  inferiority  complex.  On  the 
other  hand,  both  in  the  psychoneuroses  and  psychoses  the  genital 
organs  often  furnish  a  focus  of  unjustified  emotional  interest,  and 
feelings  of  inferiority,  self-accusation  and  depreciation,  however 
aroused,  have  a  tendency  throughout  life  in  both  sexes  to  express 
themselves  by  pelvic  symptoms.  And,  finally,  the  appearance  of 
pelvic  symptoms  in  an  insane  person  previously  free  from  them 
is  accepted  as  evidence  of  retrogression. 

Localized  sensations  due  to  troubles  in  the  Fallopian  tubes  or 
ovaries  probably  result  from  the  traction  which  the  attachments  of 
these  organs  exert  on  the  parietal  peritoneum.  Uterine  pains 
arise  mainly  from  the  abnormal  contractions  of  the  musculature 
of  this  organ.  Those  sensations  resulting  from  its  displacement 
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probably  are  mainly  due  to  the  effect  of  its  malposition  on  adjacent 
structures.  The  knowledge  or  belief  that  the  “womb  has  fallen,” 
however,  will,  in  the  case  of  some  unmarried  women,  serve  as 
satisfactory  basis  for  headache,  backache,  all  sorts  of  nervous 
symptoms,  and  often  to  the  development  of  marked  psychoneurotic 
states. 

Thirty-five  years  ago  the  antero fixation  of  the  uterus  of  young  unmar¬ 
ried  women  was  an  accepted  therapy  for  such  symptoms,  regardless  of  the 
fact  that  the  same  and  much  worse  “displacements”  are  common  enough  in 
multiparae  who  have  no  symptoms.  The  physician  should  be  careful  to  avoid 
making  his  patients,  especially  young  girls,  “pelvic  conscious,”  and  with  this 
in  view  should  make  all  necessary  pelvic  examinations  under  general  an¬ 
esthesia. 

Fortunately,  the  practice  of  removing  “one  or  both”  ovaries  for 
the  whole  gamut  of  nervous  symptoms  has  been  abandoned,  al¬ 
though  this  operation,  unfortunately,  is  still  occasionally  performed 
for  migraine  headaches  and  for  epilepsy.  The  amputation  of  the 
clitoris  also  is  an  operation  no  longer  advocated  for  this  latter 
disease.  Ptosis  of  the  ovaries,  however,  some  still  consider  to  be 
adequate  explanation  for  some  pelvic  pains.  On  the  other  hand, 
diseases  of  the  female  pelvic  organs  have  a  peculiar  faculty  of  low¬ 
ering  the  resistance  of  even  normal  women  to  hysterical  reactions 
(page  368). 

Dysmenorrhea  and  amenorrhea  often  enter  into  psycho¬ 
neurotic  syndromes,  and  yet  the  regulation  of  this  function  would 
seem  little  if  any  under  the  control  of  those  cortical  and  subcortical 
centers  involved  in  emotional  visceral  reactions. 

The  regulation  of  ovulation  would  seem  primarily  a  function  of  the  an¬ 
terior  lobe  of  the  hypophysis  and  related  centers  on  the  floor  of  the  third 
ventricle.  Secondary  to  these  centers,  there  is  also  an  ovarian  cycle  which 
causes  changes  in  the  uterine  mucosa.  Amenorrhea,  therefore,  may  be 
hypophysical,  ovarian,  or  uterine  in  origin.2 

Dysmenorrhea  may  be  caused  by  the  exaggerated  contractibility 
of  the  uterus,  due  to  an  imbalance  of  two  hormones:  folliculin 
which  stimulates,  and  progrestin  which  inhibits,  its  muscular  func¬ 
tions;  or  it  may  be  the  result  of  a  lowering  of  the  threshold  in 
consciousness  of  all  sensations  from  the  pelvis.  The  latter  cer¬ 
tainly  occurs  in  psychoneurotic  states.3  That  a  nasal  reflex  may 
cause  dysmenorrheas  has  been  mentioned  above. 

Male  Menstruation. — The  physician  interested  in  psycho¬ 
neurotic  syndromes  can  scarcely  have  serious  doubts  concerning  the 
occasional  existence  of,  the  regularity  of,  and,  in  psychoneurotic 
individuals,  the  importance  of,  definite  male  menstruation.  Even 
in  the  female  the  essential  element  in  this  function  is  not  the 
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bloody  discharge,  but  a  biochemical  wave,  easily  recognized  after 
panhysterectomy,  provided  at  least  part  of  one  ovary  is  left  un¬ 
disturbed.  A  similar  wave  occurs  periodically  each  four  to  six 
weeks  in  certain  males,  which  is  indicated  by  nervous  irritability, 
slight  depression,  changes  in  the  pulse  rate,  blood  pressure,  and 
sometimes  in  temperature,  and  occasionally  by  nose-bleed  or  hemor¬ 
rhages  from  other  mucous  membranes.  The  chief  importance  of 
these  waves  is  that  in  some  cases  they  determine  the  periodicity,  or 
changes  in  the  severity,  of  the  patients  psychoneurotic  symptoms. 

In  studies  on  nephritis,  in  which  for  months  we  followed  the  temperature 
and  urine  of  men  daily  (with  especial  reference  to  total  nitrogen  output), 
periodic  undulations  of  the  curves  of  the  output  of  these  bodies  were  un¬ 
mistakable.4 

The  Menopause. — The  period  of  the  menopause  in  women,  and 
especially  in  those  of  a  neuropathic  make-up,  is  not  infrequently 
characterized  by  a  period  of  temporary  psychic  depression,  an  in¬ 
tensification  of  almost  any  symptoms  previously  present,  and  some¬ 
times  by  an  exacerbation  of  sexual  desire.  That  some  men  also 
have  a  vague  sort  of  menopause  (although  the  sperm-producing 
function  may  continue  to  advanced  old  age)  is  possible.  For  them, 
the  sixth  decade  would  seem  to  be  a  definite  turning  point  in  life, 
as  indicated  by  a  temporary,  slight  “climacteric”  depression,  while 
other  men  for  a  short  time  act  then  as  though  their  sexual  instincts 
were  assuming  an  abnormal  activity.  This  period  soon  passes,  and 
the  man  usually  returns  to  his  previous  sexual  habits  without  loss 
of  potency.  Some  of  the  features  of  this  period  may,  as  most 
writers  claim,  be  the  result  of  prostate  changes,  presbyopia,  etc. ; 
yet  because  of  the  tendency  to  gain  in  weight  and  the  temporary 
slight  psychic  disturbances  also  common  at  that  time  of  life,  we 
believe  that  a  male  climacter  must  be  recognized. 
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CHAPTER  XV 


THE  CENTRAL  NERVOUS  SYSTEM 

INTRACRANIAL  TUMORS 

Since  the  “cure  of  a  brain  tumor  diagnosed  as  such  by  an 
eminent  physician”  has  more  than  once  been  cited  as  proof  of  the 
efficiency  of  drugless  therapies,  and  since  to-day  many  patients 
even  with  malignant  cerebral  neoplasms  for  years  are  treated  by 
well-trained  physicans  for  “neurasthenia,”  one  should  never  sug¬ 
gest  this  possibility  lightly  and  yet  should  always  have  it  in  mind 
as  a  possible  cause  of  indefinite  nervous  symptoms.  Sooner  or 
later  the  majority  of  intracranial  growths  cause  either  increased 
intracranial  pressure,  or  focal  symptoms,  or  both.  Then  the  diag¬ 
nosis  often  is  easy,  but  the  time  for  successful  therapy  may  have 
passed. 

Intracranial  Pressure 

The  three  cardinal  symptoms  of  intracranial  pressure  are :  head¬ 
ache,  vomiting,  and  choked  disk.  The  date  of  appearance  and  the 
severity  of  each  of  these  depend  less  on  the  size  of  the  tumor 
than  on  its  position,  its  rate  of  growth,  and  its  tendency  to  produce 
local  edema.  They  appear  particularly  early  in  case  the  tumor 
obstructs  the  circulation  of  the  cerebrospinal  fluid. 

The  headaches  of  brain  tumor  vary  from  a  feeling  of  general 
fullness  to  pains  which  are  agonizing.  They  rarely  are  local,  and, 
when  they  are,  their  position  helps  little  to  locate  the  tumor.  Men¬ 
ingeal  tumors  and  cerebellopontine  tumors  before  they  obstruct  the 
aqueduct  of  Sylvius  may  for  a  long  time  cause  no  pain.  The 
early  headaches  of  brain  tumor  often  develop  in  paroxysms,  each 
lasting  about  one  hour,  which  may  recur  with  striking  uniformity, 
either  on  waking  in  the  morning,  or  during  the  night.  The  pain, 
especially  that  of  tumors  in  the  posterior  fossa,  often  is  increased 
by  rotating  the  head. 

Vomiting  is  hardly  a  cardinal  symptom  of  cerebral  neoplasms 
since  it  is  absent  in  about  two- thirds  of  all  cases,  even  in  some 
with  other  and  pronounced  pressure  symptoms.  The  typical  cere¬ 
bral  vomiting  (that  is,  vomiting  without  nausea)  occurs  usually  in 
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association  with  severe  headache.  It  often  is  suffered  only  in 
the  early  morning,  or  following  sudden  changes  in  position.  Of 
those  midcerebellar  tumors  of  children  which  compress  the  fourth 
ventricle,  it  frequently  is  the  earliest  symptom. 

Choked  disk,  the  result  of  mechanical  stasis  of  the  cerebro¬ 
spinal  fluid,  is  the  most  dependable  single  sign  of  brain  tumor. 
While  sooner  or  later  it  probably  is  present  in  all  cases,  yet  it  may 
appear  late.  A  mild  grade  of  it  is  sometimes  present  in  other  con¬ 
ditions  also,  yet  a  measurable  choked  disk  practically  always  indi¬ 
cates  brain  tumor  or  brain  abscess.  Extreme  grades  of  it  are  some¬ 
times  found  in  patients  without  noticeable  disturbance  of  vision 
and  all  of  whose  symptoms  suggest  a  psychoneurosis. 

Other  important,  although  only  occasional,  objective  pressure 
signs  due  to  intracranial  tumor  are :  dilatation  and  tortuosity  of  the 
retinal  vessels ;  enlarged  veins  of  the  scalp  and  eyelids ;  and,  with 
certain  blood  vessel  tumors,  a  loud  blowing  systolic  murmur  heard 
•over  the  greater  part  of  the  head.1  Certain  subjective  symptoms 
of  tumor  are  important  to  us,  since  they  are  features  also  of  psy¬ 
choneurotic  conditions.  Among  these  are:  vertigo,  possibly  most 
common  in  cases  of  subtentorial  lesions  (labyrinthine  disturbance)  ; 
drowsiness  with  repeated  yawning,  which  usually  indicates  a  high 
degree  of  pressure;  epileptic  convulsions,  present  in  21  percent  of 
all  cases,2  and  which  always  suggest  that  the  precentral  gyrus  is 
involved;  certain  psychic  disturbances  with  intellectual  dullness, 
which,  however,  do  not  necessarily  indicate  involvement  of  the 
frontal  lobes ;  rapid  loss  of  weight,  not  seen,  however,  in  cases  of 
tumors  of  the  hypophysis;  disturbance  of  pulse  rate,  respiration, 
body  temperature,  and  urinary  secretion. 

Localizing  Signs 

Early  neoplasms  of  the  frontal  lobes  most  frequently  produce 
symptoms  and  physical  signs  common  also  to  functional  nervous 
disorders.  Early,  and  particularly  if  the  growth  involves  the  left 
prefrontal  region,  there  often  is  a  change  in  personality  3  charac¬ 
terized  by  mental  enfeeblement,  loss  of  memory  for  recent  events, 
loss  of  power  of  attention,  irritability,  taciturnity  or  jocularity, 
obstinacy,  rambling  speech,  indifference,  unpunctuality,  personal 
untidiness,  and  lack  of  insight.  On  the  other  hand,  very  large 
frontal  neoplasms  may  cause  few  or  none  of  these.  Those  of  these 
which  Sachs  considers  as  characteristic  are :  indifference,  not  due 
to  euphoria  and  the  patient’s  inability  to  realize  the  seriousness  of 
Ills  condition.  Tumors  involving  the  posterior  region  of  the  frontal 
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lobes  produce  a  very  suggestive  contralateral  drooping  or  lagging 
of  the  lower  part  of  the  face,  which  is  not  present  on  voluntary 
movements.  Other  physical  signs,  less  constant,  are :  primary  optic 
atrophy  on  the  side  of  the  lesion  and  choked  disk  on  the  other; 
unilateral  tremor  of  the  hand  and  arm  on  the  same  side  as  the 
lesion;  contralateral  loss  of  the  abdominal  reflex;  anosmia;  speech 
disturbances.  Impulsive  laughing  and  crying,  disturbances  of 
speech,  contralateral  motor  activities,  cortical  epilepsy  with  move¬ 
ments  of  the  head  and  eyes  away  from  the  side  of  the  lesion,  auto¬ 
matic  movements  (“frontal  ataxia”),  are  signs  important  if  pres¬ 
ent,  but  they  seldom  are.  Adie  and  Critchley  4  state  that  grasping 
and  groping  movements  of  the  arm  opposite  to  the  lesion  may  be 
the  only  focal  sign  of  a  frontal  tumor.5 

Tumors  of  the  temporal  lobe,  which  often  grow  very  silently, 
interest  us  only  if  they  cause  contralateral  hemilingual  or  facial 
weakness,  speech  disturbance  (provided  the  tumor  involves  the 
left  hemisphere  of  right-handed  people),  auditory  disturbances 
(which  are  rare,  although  inability  to  comprehend  spoken  language 
is  supposed  to  follow  lesions  of  the  transverse  temporal  gyrus), 
visual  disturbances  and  vivid  visual  hallucinations,  which  usually 
are  referred  to  the  opposite  side  of  the  body. 

The  uncinate  group  of  fits,  which  suggest  tumors  which,  di¬ 
rectly  or  secondarily,  involve  the  uncinate  gyrus,  are  characterized 
by  disagreeable  sensations  of  smell  or  taste,  movements  which  sug¬ 
gest  tasting,  smelling,  chewing  or  swallowing,  and,  usually,  saliva¬ 
tion.  Consciousness,  as  a  rule,  is  retained,  although  these  attacks 
are  not  infrequently  replaced  by,  or  are  associated  with,  “dreamy 
states”  described  as  a  distressing  unreality  of  the  surroundings. 

Focal  epileptic  seizures  (Jacksonian  epilepsy)  and  primary 
sensory  fits  may  for  a  long  time  be  the  only  sign  of  tumor,  some¬ 
times  of  a  very  small  one,  which  irritates  the  central  motor  and 
sensory  gyri.  These  “fits”  usually  begin  with  a  motor  or  sensory 
aura,  followed  by  convulsive  movements  of  the  leg,  body,  arm, 
neck,  face  or  tongue;  which,  depending  on  the  position  of  the 
growth.  Sometimes  these  movements  remain  limited,  but  they 
may  spread  with  a  typical  “march”  to  a  general  convulsion  with 
loss  of  consciousness.  As  the  tumor  enlarges  the  above  signs  of 
irritation  become  replaced  by  the  paralysis  of  the  muscles  first  in¬ 
volved. 

The  initial  symptoms  of  occipital  lobe  tumors  are:  visual 
hallucinations,  present  in  12.5  percent;  strabismus,  in  2.5  percent; 
general  mental  impairment,  in  17  percent;  headaches,  in  55  per¬ 
cent;  and  epileptiform  attacks,  in  30  percent  of  such  tumors.6 
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A  contralateral  disturbance  of  motor  functions,  choreic  or  athe- 
toid  movements,  or  a  coarse  tremor,  indicate  involvement  of  the 
thalamus,  but  only  when  accompanied  by  painful  paresthesias,  for 
the  thalamus  is  the  only  brain  structure  the  lesions  of  which  pro¬ 
duce  sensations  of  discomfort  (see  page  356). 

Tumor  of  the  corpus  collosum  7  is  suggested  in  cases  with 
early  apathy,  drowsiness,  and  defect  of  memory.  Sensory  dis¬ 
turbances  are  absent  and  the  reflexes  are  normal.  Tumors  of  the 
anterior  portion  of  this  structure  may  produce  also  marked  intel¬ 
lectual  disturbances,  sometimes  profound  stupor,  often  apraxia, 
and  impairment  of  the  speech  mechanism. 

Some  pineal  tumors,  but  not  all,8  have  been  associated  with  pre¬ 
cocious  adolescence,  a  tendency  to  adiposity  and  skeletal  over¬ 
growth. 

A  coarse,  oscillatory  tremor,  or  other  symptoms  suggesting  post¬ 
encephalitic  Parkinsonism,  combined  with  oculomotor  palsies  and 
a  staggering  gait,  strongly  suggest  a  tumor  of  the  tegmentum, 
particularly  of  the  nucleus  rubra  and  superior  cerebellar  peduncle. 

The  physical  signs  of  all  subtentorial  tumors  are  much  the 
same  whether  the  growth  is  in  the  cerebellum,  presses  against  it, 
or  is  supratentorial  but  pushes  this  partition  down.  The  most 
striking  cerebellar  symptoms  are :  a  staggering  gait  with  a  tendency 
to  totter  toward  the  side  of  the  lesion  (a  similar  ataxia  often  in 
the  arms  produces  coarse  movements  which  are  accentuated  when 
the  patient  attempts  to  perform  delicate  acts)  ;  difficulty  in  making 
rapidly  executed  movements  (adiadochocinesia)  ;  a  loss  of  mus¬ 
cular  tonicity  (asynergia),  which  may  be  sufficient  to  cause  com¬ 
plete  flaccidity  of  the  extremities,  particularly  on  the  side  of  the 
lesion;  and  nystagmus,  especially  if  the  tumor  is  in  the  cerebello¬ 
pontine  recess.  Other  signs  often  present  are :  vertigo ;  recurrent 
vomiting,  often  the  first  and  most  pronounced  symptom  (page 
164)  ;  choked  disk,  present  in  a  much  higher  percentage  of  these 
than  of  supratentorial  tumors  (since  they  so  easily  produce  an  ob¬ 
structive  hydrocephalus,  nevertheless,  slowly  advancing  benign  sub¬ 
tentorial  lesions,  like  the  acoustic,  may  for  years  produce  none)  ; 
headache,  usually  suboccipital,  frequently  on  the  side  of  the  lesion, 
and  often  associated  with  tenderness  on  pressure ;  stiffness  of  the 
neck;  and  a  characteristic  position  of  the  head,  which  usually  is 
tilted  back  and  faces  away  from  the  lesion.  (Passive  flexion  of  the 
head  away  from  the  lesion  may  increase  the  headache  and  vertigo 
in  a  characteristic  manner.) 

Of  all  brain  tumors,  those  of  the  acoustic  nerve  give  the 
most  definite  sequence  of  symptoms :  an  unaccountable  nerve  deaf- 
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ness,  usually  preceded  by  tinnitus ;  suboccipital  discomfort ;  later, 
weakness  or  irritation  of  the  facial  nerve  or  numbness  in  the  tri¬ 
geminal  areas,  sometimes  indicated  merely  by  a  loss  of  the  corneal 
reflex.  Still  later,  the  signs  of  cerebellar  compression  develop 
(page  166). 

The  early  involvement  of  the  cranial  nerves,  if  followed  much 
later  by  the  appearance  of  pressure  symptoms,  suggests  tumors  at 
the  base  of  the  brain.  Many  of  these  are  syphilitic  lesions  and 
bony  or  cartilaginous  tumors  of  the  nasal  sinuses  and  inner  ear. 
Severe  trigeminal  neuralgia,  and  especially  if  in  combination  with 
keratitis,  suggests  tumor  in  the  cavum  mecklii. 

The  most  important  of  all  basal  tumors,  however,  are  those  of 
the  pituitary  gland  and  neighboring  structures.  The  differen¬ 
tial  diagnoses  without  x-ray  films  between  these  are  difficult,  since 
practically  all  of  the  so-called  pituitary  disturbances  are  caused 
equally  well  by  pressure  on  the  tuber  cinereum  alone,  the  “brain” 
of  the  sympathetic  nervous  system.9 10  11 

The  symptoms  attributed  to  overactivity  of  the  pituitary 
gland  (hyperpituitarism,  due  usually  to  acidophilic  adenomas  of 
the  hypophysis)  are  symmetrical  giantism,  provided  the  process  sets 
in  before  full  skeletal  stature  has  been  attained ;  and  acromegaly, 
or  overgrowth  of  hands,  feet,  and  face,  but  also  of  all  the  viscera 
(splanchnomegaly),  if  the  tumor  begins  its  development  after  ado¬ 
lescence.  The  part  played  by  the  pituitary  in  the  production  of 
obesity  is  uncertain. 

The  symptoms  attributed  to  the  insufficiency  of  the  gland 
(hypopituitarism)  are :  undergrowth  of  the  body  as  a  whole,  seen 
in  Frohlich’s  syndrome  and  in  many  cases  of  nanism,  provided  the 
disorder  starts  in  early  life ;  splanchnomicria ;  atrophy  of  those  sub¬ 
sidiary  endocrine  organs  which  are  activated  in  hyperpituitarism ; 
a  subnormal  basal  metabolic  rate;  and,  usually,  a  high  sugar  tol¬ 
erance.  Hypopituitarism  in  children  most  often  is  the  result  of 
the  pressure  of  congenital  parahypophyseal  tumors  (admantinomas 
and  cysts  of  the  craniapharyngeal  pouch),  and  in  adults,  of  chro¬ 
mophobic  adenomas.  Diabetes  insipidus,  sometimes  transitory, 
sometimes  permanent,  may  be  due  to  lesions  of  the  pituitary  or  of 
the  hypothalamus.12 

Chronic  cisternal  arachnoiditis  (the  “pseudotumor”  or  “ser¬ 
ous  meningitis”  of  earlier  writers),  a  condition  with  thickening  of 
the  arachnoid  membrane  and  stasis  of  the  cerebrospinal  fluid  par¬ 
ticularly  in  the  posterior  cerebellar  cistern,  may  give  signs  sug¬ 
gestive  of  a  cerebellar  tumor. 
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Among  the  congenital  brain  tumors  are  cholesteatomas,  der¬ 
moid  cysts,  and  Rathke’s  pouch  cysts  (by  far  the  most  common) 
which  arise  from  some  fault  in  the  development  of  the  pituitary 
body.  Rathke’s  pouch  cysts  lie  most  frequently  above  the  sella 
turcica,  but  may  be  intrasellar.  Since  they  so  often  are  calci¬ 
fied,  their  diagnosis  with  the  aid  of  roentgenograms  is,  in  80  per¬ 
cent  of  the  cases,  easy.  The  symptoms  they  cause,  which  usually 
begin  early  in  life,  are  those  of  pressure  on  the  anterior  lobe  of  the 
pituitary :  i.e.,  impairment  of  growth  and  sexual  infantilism.  The 
pressure  they  exert  against  the  pituitary  stalk  (hypothalamus)  may 
cause  marked  polyuria,  even  diabetes  insipidus,  and  extreme  de¬ 
grees  of  adiposity  (adiposogenital  dystrophy)  ;  while  that  against 
the  optic  chiasm  leads  to  optic  atrophy  with  more  or  less  bitem¬ 
poral  defects  in  the  visual  fields,  and,  later,  varying  grades  of 
blindness.  While  these  cysts  usually  are  evident  in  childhood,  yet 
some  remain  quiescent  until  adult  life. 

Granulomata  of  the  brain  are  comparatively  rare  (only  3  per¬ 
cent  of  all  brain  tumors).  That  a  brain  tumor  may  be  a  tuber¬ 
culoma  is  suggested  by  the  presence  of  tuberculous  lesions  else¬ 
where  in  the  body ;  that  it  may  be  a  gumma  (these  make  up  less 
than  1  percent  of  all  brain  tumors),  by  a  positive  Wassermann 
reaction. 

Prognosis 

Although  probably  all  brain  tumors  when  discovered  have  al¬ 
ready  been  present  for  months  or  even  for  years,  yet  after  definite 
pressure  symptoms  have  appeared  the  duration  of  life  of  the  patient 
rarely  exceeds  six  months  or  a  year.  The  symptoms,  once  begun, 
are  usually  progressive,  although  some  neoplasms,  as  a  tubercle, 
may  become  quiescent,  and  a  glioma  may  become  cystic  or  calcified. 

Death  from  brain  tumor,  often  sudden,  is  usually  due  to  the 
sudden  appearance  of  edema,  or  to  that  pressure  which  it  exerts 
which  cuts  off  the  blood  supply  to  the  medulla. 

Treatment 

The  only  possible  curative  treatment  for  brain  tumor  is,  of 
course,  surgical.  This  applies  to  cerebral  gummata  also,  for  while 
vigorous  antiluetic  treatment  (page  172)  will,  in  time,  cause  these 
to  disappear,  yet  in  the  meanwhile  its  pressure  may  cause  some 
irreparable  injury,  as  blindness.  A  decompression  operation,  there¬ 
fore,  should  first  be  performed,  and  then  massive  dosage  of  the 
iodides  given.  Arsphenamine  should  not  be  used,  or  only  with  the 
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greatest  caution.  Deep  x-ray  therapy  following  a  decompression 
often  for  about  a  year  relieves  the  symptoms  of  even  inoperable 
tumors. 

BRAIN  ABSCESS 

Patients  with  latent  brain  abscess  too  often  are  treated  for 
months  or  even  years  for  “neurasthenia”  or  some  other  “func¬ 
tional”  condition,  because  the  early  symptoms  it  produces  in  some 
cases  are  headaches,  vomiting,  and  vertigo ;  in  others,  only  depres¬ 
sion  and  anorexia;  and  in  others,  merely  slowness  of  speech  and 
restlessness. 

The  symptoms  and  signs  of  well-developed  brain  abscesses  are 
quite  similar  to  those  of  brain  tumors.  Certain  differences,  how¬ 
ever,  have  been  noted :  the  headaches  of  the  abscess  are  said  to  be 
less  severe  and  more  often  periodic ;  there  more  often  is  local  sensi¬ 
tiveness  on  pressure  or  percussion  over  the  seat  of  the  lesion ;  vom¬ 
iting,  practically  always,  accompanies  the  headaches ;  vertigo  is  less 
common ;  and  choked  disk  is  less  constant  and  less  marked  than  in 
cases  of  latent  tumor.  Fever  may  be  present  at  the  onset  and 
during  any  acute  exacerbations  of  the  abscess,  yet  in  the  majority 
of  cases,  and  certainly  in  those  latent  and  encapsulated,  the  temper¬ 
ature  is  normal  or  subnormal  throughout  the  entire  period  of  obser¬ 
vation.  A  slow  pulse  without  fever,  common  in  brain  abscess, 
helps  to  differentiate  this  lesion  from  mastoiditis  and  sinus  throm¬ 
bosis.  Frontal  abscess,  which  usually  originates  in  the  nasal 
sinuses,  seldom  causes  mental  symptoms.  Temporal  and  cerebellar 
abscesses  are  usually  otogenic. 

The  treatment  of  brain  abscess  is,  of  course,  surgical. 

SYPHILIS  OF  THE  CENTRAL  NERVOUS  SYSTEM 

All  varieties  of  luetic  lesions  of  the  central  nervous  system  may 
cause  vague  general  nervous  conditions,  easily  confused  with 
purely  psychoneurotic  states.  Since  the  many  clinical  pictures 
which  cerebral  syphilis  produces  overlap,  we  shall  consider  together 
both  the  meningovascular  and  the  parenchymatous  types  of  this 
infection. 

Meningovascular  (former  name,  “cerebrospinal”)  syphilis  is 
luetic  infection  of  the  cerebral  and  spinal  meninges,  blood  vessels, 
and  interstitial  tissues.  Indicative  of  the  luetic  nature  of  any  cere¬ 
brospinal  case  are  the  multiplicity  and  variability  of  the  physical 
signs.  Any  disease  of  the  central  nervous  system  which  would 
seem  to  require  more  than  one  lesion  to  explain  its  symptoms  is 
likely  to  be  lues. 
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The  meningovascular  lesions  of  lues  are  fairly  discrete,  scattered  wide¬ 
spread  over  the  brain  and  cord,  and  very  changeable.  Therefore,  they  may 
be  relatively  slight  at  one  point  and  severe  at  another,  and  some  disappear 
rapidly  while  others  persist. 

The  symptoms  of  meningovascular  lues  usually  begin  within  six 
months  after  the  primary  infection,  but  their  future  development 
may  be  deferred  for  several  years.  The  condition  may  begin 
acutely  or  subacutely,  and  often  (like  other  general  infections) 
with  fever,  headache  (page  91),  dizziness,  and  vomiting.  The 
syphilitic  headache  may  precede  all  other  general  symptoms  by 
months  or  even  years.  It  is  definitely  paroxysmal,  often  (but  not 
always)  presents  nocturnal  exacerbations,  and  gives  the  patient  a 
strained,  anxious  appearance.  Vomiting,  and  especially  that  with¬ 
out  nausea,  suggests  the  presence  of  a  gumma.  Temporary  attacks 
of  hemiplegia,  aphasia,  or  paraplegia  are  very  suggestive  of  this 
disease.  Of  the  localizing  luetic  symptoms,  those  which  are  cranial 
usually  precede  those  which  are  spinal.  The  most  important  of 
the  former  result  from  the  involvement  of  one  or  more  of  the 
cranial  nerves :  of  the  second  especially,  causing  a  rapidly  progres¬ 
sive  optic  neuritis  which  results  in  blurring  and  dimness  of  vision ; 
but  also  of  the  third  and  sixth,  causing  ptosis,  ophthalmoplegia  ex¬ 
terna  or  interna,  and  diplopia,  due  to  strabismus.  The  pupils  are 
frequently  unequal  or  irregular  in  outline,  but  the  light  reflex  is 
seldom  lost.  The  transitory  nature  of  these  eye  symptoms  is  most 
characteristic  of  lues.  Other  early  signs  are  unilateral  deafness, 
abnormalities  of  sensation  (even  dissociation  of  sensation  within 
the  distribution  of  the  fifth  nerve),  paralysis  of  one  or  both  vocal 
cords,  paralysis  and  atrophy  of  the  tongue  with  accompanying  dis¬ 
turbances  of  deglutition  and  of  speech,  and  unilateral  facial  paral¬ 
ysis.  Such  cranial  nerve  involvement  may  be  combined  with 
paralysis  of  the  arms,  or  more  often  with  that  of  the  legs,  hence 
the  very  suggestive  combination  of  cranial  nerve  palsy  and  spastic 
paraplegia.  The  vesical  and  rectal  functions  seldom  are  disturbed. 
If  the  disease  involves  the  base  of  the  brain,  a  polyuria  suggesting 
diabetes  insipidus  may  appear  early. 

Patients  with  meningovascular  lues  usually  have  good  judgment 
and  insight  into  their  condition ;  those  with  early  mental  symptoms, 
however,  may  grow  restless,  dull,  confused,  and  think  with  diffi¬ 
culty.  Now  they  are  excited,  irritable,  and  resistive,  and  at  an¬ 
other  time  they  are  mildly  euphoric.  The  more  advanced  cases  may 
show  a  delirium  with  hallucinations  of  fear,  poor  comprehension, 
attention,  and  orientation,  and  a  memory  defeat  for  recent  events, 
all  of  which  symptoms  are  very  suggestive  of  lues.  Two  definite 
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psychoses  sometimes  develop :  euphoria,  with  grandiose  ideas ;  and 
a  confabulatory  tendency  which  resembles  Korsakoff’s  psychosis. 
Other  patients  lie  in  a  dull  stupor,  often  without  control  of  their 
sphincters,  and  yet  when  aroused  show  a  surprising  degree  of  men¬ 
tal  clearness.  Some  cases  resemble  epilepsy,  catatonia,  or  general 
paralysis.  Convulsive  attacks,  which  may  be  limited  to  a  single 
group  of  muscles  or  may  involve  the  whole  body,  and  which  may 
be  epileptoid  or  apoplectiform  in  character,  are  not  uncommon.  If 
epileptiform,  they  differ  from  epilepsy  in  that  each,  as  a  rule,  leaves 
some  permanent  residuum. 

Pseudotabes  syphilitica,  one  form  of  meningovascular  lues 
with  especial  involvement  of  the  posterior  columns  of  the  cord, 
differs  from  true  tabes  because  of  the  very  multiplicity  of  the 
symptoms,  and  especially  because  of  the  presence  of  a  great  variety 
of  ocular  nerve  palsies  (in  true  tabes  one  sees  only  either  ptosis  or 
palsy  of  a  rectus  externus  muscle). 

The  clinical  conditions  designated  as  acute,  subacute,  and 
chronic  syphilitic  myelitis  are  forms  of  meningovascular  lues 
without  nerve  root  or  meningeal  involvement,  and  limited,  in  large 
degree,  to  the  cross  section  of  the  dorsal  and  lumbar  regions  of  the 
cord.  The  physical  signs  of  these  lesions  will  vary  with  the  cord 
areas  involved.  Their  luetic  character  is  suggested  by  the  pres¬ 
ence,  in  addition  to  the  spinal  signs,  of  pupillary  immobility  or 
strabismus,  and  by  the  marked  variability  and  incompleteness  of  the 
clinical  pictures  presented. 

Specific  spinal  paralysis  (Erb’s  type)  is  a  spastic  paraplegia 
characterized  by  greatly  exaggerated  deep  reflexes,  muscular  con¬ 
tractures  which  are  much  less  marked  than  one  would  expect  con¬ 
sidering  the  greatly  disturbed  reflexes,  involvement  of  the  bladder, 
and  slight,  yet  distinct,  disturbances  of  sensation.  Of  great  im¬ 
portance  in  the  diagnosis  of  this  condition  are  its  gradual  develop¬ 
ment  and  its  marked  tendency  to  improve. 

Of  the  valuable  laboratory  findings  in  meningovascular  lues,  a 
positive  Wassermann  reaction  both  of  the  blood  and  of  the  cere¬ 
brospinal  fluid  is  most  important.  While  a  positive  Wassermann 
reaction  of  the  blood  in  these  cases  indicates  constitutional  lues,  it 
alone  does  not  prove  that  the  cerebrospinal  lesions  also  present  are 
luetic;  also,  a  negative  Wassermann  blood  reaction  does  not  ex¬ 
clude  syphilis,  and  particularly  if  the  patient  has  already  received 
antisyphilitic  treatment;  and,  finally,  a  positive  spinal  fluid  Was¬ 
sermann  in  association  with  a  definite  increase  in  the  globulin  and 
albumin  of  this  fluid,  an  increase  in  its  cell  count,  and  a  positive 
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luetic  colloidal  gold  curve,  suggest  meningovascular  lues  rather 
than  paresis. 

Differential  Diagnosis. — Cerebrospinal  lues  may  be  confused 
with  general  paresis,  but  in  cases  of  the  former  the  onset  is  acute, 
beginning  a  few  months  after  the  chancre ;  the  headaches  and  the 
cranial  nerve  palsies  appear  early;  tremors,  if  present,  are  not 
marked ;  speech,  writing,  and  personality  are  never  much  dis¬ 
ordered;  the  spinal  fluid  findings  are  quite  different  (see  above)  ; 
and  the  condition  responds  readily  to  antiluetic  treatment.  It  is 
often  confused  also  with  general  arteriosclerosis,  but  the  latter 
condition  belongs  to  later  life  and  produces  no  changes  in  the  spinal 
fluid.  Insular  sclerosis  may  be  difficult  to  exclude,  since  both  con¬ 
ditions  show  marked  remission  and  exacerbations  which  follow  one 
another  without  adequate  explanation,  and  in  insular  sclerosis  both 
the  spinal  fluid  Wassermann  and  the  paretic  colloidal  gold  curve 
often  are  positive.  In  the  latter  disease,  however,  there  is  inten¬ 
tional  tremor,  nystagmus,  scanning  of  speech,  and  loss  of  the  ab¬ 
dominal  reflexes ;  also,  its  recovery  is  rarely  as  complete  as  is  that 
of  lues.  Nonluetic  spastic  paraplegia  differs  from  the  luetic  type 
in  that  the  cranial  nerves  are  not  involved.  Cerebrospinal  tubercu¬ 
losis  runs  a  more  rapid  course  than  does  cerebrospinal  lues  and  is 
more  often  limited  to  the  base  of  the  brain  and  meninges  of  the 
cervical  cord. 

Prognosis. — The  prognosis  in  cerebrospinal  lues  is  best  for 
those  patients  under  forty  years  of  age,  and  for  those  whose  symp¬ 
toms  and  signs  begin  within  the  first  year  or  two  after  the  chancre. 
It  is  much  better  in  the  meningitic  and  gummatous  than  in  the 
arterial  form  of  this  disease,  since,  although  its  progress  in  the 
blood  vessels  can  be  arrested,  yet  it  always  leaves  their  walls  per¬ 
manently  injured. 

Morbid  Anatomy. — The  principal  anatomical  lesions  of  meningovascular 
syphilis  are  patches  of  meningitis,  gumma,  and  endarteritis,  at  least  two  of 
which  are  present  in  nearly  every  case.  The  endarteritis  may  be  general, 
but  it  may  involve  only  the  large  or  only  the  smaller  cerebral  blood  vessels. 
Its  lesions  differ  from  those  of  arteriosclerosis  in  that  usually  they  are  recent 
and  are  patchy  in  their  distribution,  while  those  of  the  latter  are  more  diffuse 
and  more  opaque.  Sometimes  one  cannot  from  the  autopsy  findings  be  posi¬ 
tive  whether  the  patient  had  meningovascular  syphilis  or  general  paresis. 

Treatment. — The  treatment  of  meningovascular  lues  is  that  of 
syphilis  in  general,  combined  with  good  general  hygienic  measures, 
for  a  quiet  life,  a  change  of  scene,  a  nourishing  diet,  massage  and 
hydrotherapy  alone  lead  to  great  improvement.  The  antiluetic 
medical  treatment  should  be  vigorous  (mercury,  bismuth,  arsphen- 
amine,  and  ascending  doses  of  the  iodides  until  the  patient  is  taking 


Meningovascular  Lues 


173 


at  least  one  hundred  grains  a  day)  and  continued  without  inter¬ 
ruption  until  both  the  spinal  fluid  and  the  blood  serum  give  nega¬ 
tive  Wassermann  reactions.  (For  the  treatment  of  cerebral  gumma 
see  page  168.) 


PARENCHYMATOUS  LUES 

Locomotor  Ataxia  and  Taboparesis. — Patients  with  early 
locomotor  ataxia  often  develop  psychoneurotic  states  and  are 
treated  for  these  alone.  Later,  the  symptoms  are  too  definitely  ob¬ 
jective  to  allow  of  this,  although  the  patients’  knowledge  of  their 
condition  often  leads  to  marked  depression.  It  was  of  interest  to 
us  that  well-developed  locomotor  ataxia  is  very  rare  in  the  Orient, 
although  careful  examinations  sometimes  discover  mild  cases  of  it 
(page  176). 

Patients  with  locomotor  ataxia  seldom  develop  psychic  syn¬ 
dromes.  In  some,  however,  typical  general  paresis  does  appear, 
but  not  as  often  as  an  acute  hallucinatory  psychosis,  which  appears 
much  later  than  would  the  paresis.  The  patient  with  this  acute 
hallucinatory  psychosis  becomes  agitated  and  hears  accusing  voices, 
his  memory,  attention  and  orientation  remain  intact,  he  shows  no 
speech  or  writing  defects,  and  his  psychic  symptoms  often,  but  not 
always,  subside  within  a  few  months.  Other  patients,  however, 
develop  chronic  hallucinatory  paranoid  states ;  or  depression  psy¬ 
choses  (but  not  to  be  confused  with  that  simple  depression  which 
often  results  from  patients’  knowledge  of  their  tabes)  ;  or  circular 
psychoses ;  or  various  types  of  dementia. 

Pathology. — In  cases  of  tabes  combined  with  a  nonparetic  psychosis  one 
may  find  at  autopsy,  in  addition  to  the  tabetic  lesions,  a  syphilitic  meningo- 
myelitis  of  the  cord,  and  endarteritis  of  the  pial  blood-vessels.  Nevertheless, 
sometimes  one  finds  no  cerebral  lesions  at  all,  while  in  other  cases,  the  lesions 
present  are  those  considered  as  typical  of  paresis. 

The  treatment  of  these  cases  combines  that  of  lues,  tabes  and 
the  mental  state. 

Juvenile  tabes  dorsalis,  a  rare  disease,  more  frequently  leads 
later  to  general  paresis  than  does  the  adult  form  of  this  disease. 

GENERAL  PARESIS 

A  change  in  personality  in  the  direction  of  deterioration  is  the 
first  evidence  that  general  paresis  is  developing.  There  is,  how¬ 
ever.  no  characteristic  mental  picture  of  this  disease;  each  paretic 
patient  retains  what  in  general  is  his  own  individual  personality, 
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but  much  changed  for  the  worse.  Many  of  these  patients,  for  the 
first  few  months,  are  treated  for  “neurasthenia.”  In  a  few  cases 
an  epileptic  convulsion  or  an  epileptic  attack  is  the  first  symptom 
of  its  appearance,  although  convulsions  belong  as  a  rule  to  well- 
developed  cases. 

The  patient  with  paresis  usually  perceives  nothing  wrong;  he  is 
thoroughly  satisfied  with  himself ;  but  his  wife  or  friends  notice 
that  his  behavior  is  becoming  less  and  less  consistent  with  his 
previous  character.  It  is  as  though  the  best  in  him  was  disappear¬ 
ing.  He  tells  a  questionable  story ;  is  guilty  of  some  indelicate  or 
dishonest  act;  his  esthetic  feelings  disappear.  Early,  he  fatigues 
easily,  both  mentally  and  physically,  and  becomes  irritable  and  un¬ 
reasonable.  Previously  temperate,  soon  he  may  drink  to  excess; 
becomes  unfaithful  to  his  wife  and  coarse  before  his  children; 
becomes  careless  in  regard  to  his  dress  and  appearance ;  grows  less 
clear-headed  and  competent ;  cannot  concentrate,  is  forgetful,  and 
makes  careless  mistakes,  which  in  the  industries  often  results  in 
accidents  to  his  fellow-workers.  Domestic  difficulties  leading  to 
divorce  are  almost  unavoidable,  whereupon  the  patient  usually  re¬ 
marries.  One  of  our  patients  is  known  to  have  remarried  four 
times  before  the  correct  diagnosis  was  made. 

The  paretic,  is,  as  a  rule,  euphoric.  Grandiose  delusions,  bizarre 
in  type,  when  present,  are  very  characteristic  of  paresis,  but  not 
many  patients  have  these.  Memory,  especially  for  recent  events, 
becomes  more  and  more  impaired,  yet  in  some  atypical  cases  (Lis- 
sauer’s  type)  it  is  wonderfully  preserved  (possibly  because  the 
cortical  changes  are  focal).  Later,  the  patient  when  he  talks  slurs 
his  words  and  omits  syllables  until  finally  they  are  distorted  beyond 
recognition.  His  handwriting  shows  corresponding  changes. 

In  general  paresis  the  cranial  nerves  are  seldom  involved.  The 
pupils  of  the  eyes  are  usually  unequal  in  size,  irregular  in  outline, 
and  in  about  half  of  the  cases  react  sluggishly  to  light;  in  some, 
a  typical  Argyll-Robertson  pupil  is  present.  If  the  reactions  to 
light  and  to  accommodation  (total  internal  ophthalmoplegia)  both 
are  absent,  and  especially  if  optic  atrophy  also  appears,  locomotor 
ataxia  also  may  be  present.  Generalized  coarse  tremors,  especially 
of  the  hands,  tongue  and  face,  are  the  rule  (page  206).  The  ten¬ 
don  reflexes  are  usually  exaggerated,  and  equally  on  both  sides.  If 
tabes  also  is  present,  the  tendon  reflexes  are  diminished  or  absent. 
If  exaggerated  on  one  side  only,  and  especially  if  that  limb  shows 
ankle-clonus  and  a  positive  Babinski’s  sign,  a  focal  lesion  is  sug¬ 
gested.  Some  general  paralytics  have  a  fever  without  definite 
cause.  Convulsive  seizures,  both  grand  mal  or  petit  mal  in  type, 
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usually  occur  late  in  the  disease.  A  sudden  rise  of  temperature 
often  is  the  precursor  of  a  convulsion. 

Among  other  psychotic  states  which  may  develop  during  the  course  of 
general  paresis  are :  hallucinations ;  alternating  periods  of  elation  and  depres¬ 
sion  ;  persecutory  delusions ;  profound  depression,  amounting  even  to  stupor 
with  mutism,  and  characterized  by  fantastic  and  grotesque  nihilistic  ideas 
(for  example,  that  they  are  dead  and  their  bodies  are  destroyed)  during 
which  periods  attempts  at  suicide  are  common. 

During  the  course  of  the  disease  brief  periods  with  clear  insight 
sometimes  occur,  during  which  the  patient,  realizing  what  is  before 
him,  may  commit  suicide.  The  majority,  however,  devoid  of  in¬ 
sight,  remain  happy  and  contented  to  the  end. 

Juvenile  general  paresis,  the  result  of  inherited  syphilis,  seen 
usually  in  children  both  mentally  and  physically  congenitally  de¬ 
fective,  usually  begins  at  about  ten  years  of  age,  often  following 
some  acute  infectious  disease.  It  is  quite  like  the  adult  form. 

Diagnosis  of  General  Paresis. — A  change  in  personality,  es¬ 
pecially  if  with  the  appearance  of  coarseness,  indifference,  and 
euphoria,  or  an  epileptiform  convulsion  in  one  for  whom  this  is  the 
first,  or  an  apoplectic  attack  which  clears  up  with  surprising  rapid¬ 
ity,  should  arouse  the  suspicion  of  general  paresis.  The  smooth, 
expressionless,  fatuous  face  of  the  paretic,  his  complete  satisfac¬ 
tion  with  himself  and  with  all  he  does,  and  his  inability  to  realize 
how  serious  his  condition  is  are  very  important  later  symptoms. 
Test  sentences  will  demonstrate  his  elision  of  syllables  and  words ; 
his  failure  to  remember  numbers  to  be  repeated  after  an  irrelevant 
question,  his  memory  defect. 

The  spinal  fluid  of  a  fully  developed  case  of  paresis  wTill  show 
an  increased  cell  count,  an  increase  in  the  globulin,  a  positive  Was- 
sermann  reaction,  and  the  paretic  colloidal  gold  and  mastic  curves. 
One  alone  of  these  should  arouse  suspicion.  Thanks  to  the  present 
day  routine  examination  of  the  spinal  fluid  of  every  patient  with 
syphilis,  we  now  often  recognize  potential  paretics  while  they  are  in 
apparently  good  mental  health.  Nevertheless,  for  a  positive  diag¬ 
nosis  of  this  condition  the  characteristic  mental,  physical,  and  sero¬ 
logical  findings  all  should  be  present.  General  paresis  complicated 
by  cerebrospinal  syphilis  or  by  general  arteriosclerosis  may  present 
very  complex  clinical  pictures. 

Course  and  Prognosis. — The  interval  between  the  appearance 
of  the  chancre  and  the  onset  of  general  paresis  varies  from  two  to 
thirty-nine,  but  as  a  rule  from  ten  to  fifteen,  years.  The  majority 
of  patients  at  the  onset  of  their  mental  symptoms  are  between  thirty 
and  fifty  years  of  age.  Spontaneous  remissions,  lasting  from  a 
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year  or  two,  during  which  time  the  patient  may  be  able  to  resume 
his  occupation,  may  occur  at  any  time,  even  in  the  untreated  cases, 
and  particularly  in  those  of  taboparesis.  Formerly,  general  paresis 
terminated  fatally  usually  in  from  two  to  five  years,  but  since  the 
introduction  of  treatment  by  hyperpyrexia,  the  expectancy  of  life 
has  been  greatly  lengthened. 

Pathology. — The  pathology  of  general  paresis  interests  us  because  there 
is  so  little  parallelism  between  the  cortical  lesions  found  at  autopsy  and  the 
amount  and  quality  of  mental  deterioration  apparent  before  death.  Usually, 
both  the  dura  and  the  pia-arachnoid  are  thickened  and  adherent  to  the  cortex, 
areas  of  hemorrhagic  pachymeningitis  are  present,  the  brain  is  smaller  than 
normal,  its  convolutions,  particularly  those  of  the  frontal  and  parietal  areas, 
are  atrophied,  and  their  sulci  are  widened.  Microscopically,  the  cerebral  ves¬ 
sels  show  an  increase  of  the  elastica,  proliferation  of  the  adventitia,  and  pro¬ 
liferation  of  the  endothelial  cells.  There  is  a  tendency  to  the  formation  of 
new  vessels,  and  the  widened  lymph-spaces  are  filled  with  cells,  plasma  cells 
especially.  Such,  however,  may  be  the  findings  in  other  luetic  psychoses 
also.  (Pages  17 1  and  172.) 

Public  Health. — It  has  been  estimated  that  in  America  general 
paresis  develops  in  approximately  two  percent  of  all  cases  of  syph¬ 
ilis.  Many  paretics,  however,  give  no  history  of  luetic  infection. 
Males  are  more  often  affected  than  females,  in  the  proportion  of 
4  to  1.  None  of  the  previous  contentions  that  general  paresis 
develops  most  often  in  mild  cases  of  lues,  in  those  with  only  slight 
skin  lesions,  in  those  inadequately  treated,  and  that  a  neurotrophic 
strain  of  Treponema  pallidum  is  involved,  can  be  considered  as 
proved.  Of  particular  interest  is  the  remarkable  infrequency  of 
general  paresis  among  certain  peoples  among  whom  lues,  especially 
its  meningovascular  forms,  is  more  prevalent  than  in  the  West.  In 
India,  for  illustration,  where  a  survey  of  a  cross  section  of  the 
general  (not  hospital)  population  showed  that  22.5  percent  of  all 
persons  gave  a  positive  blood  Wassermann,  paresis  is  seldom  seen. 
Western  soldiers  serving  in  India,  on  the  other  hand,  develop 
paresis  with  the  same  frequency  as  do  their  comrades  in  the  West. 
The  same  infrequency  of  these  two  diseases  would  seem  to  obtain 
in  Burma  and  China,  although  in  those  countries  no  statistics  are 
available. 

Major  Lodge-Patch,  medical  director  of  the  Punjab  Mental  Hospital  of 
1,000  beds,  has  seen  but  one  case  of  paresis  in  ten  years,  while  Dr.  Dhujib- 
hoy,13  probably  the  foremost  of  Indian  psychiatrists,  superintendent  of  the 
1,500  bed  mental  hospital  in  Ranchi,  has  seen  but  two  Indians  with  paresis, 
both  of  whom  had  for  years  lived  in  Great  Britain.  Each  of  the  several 
professors  of  medicine  in  the  Indian  National  Universities  whom  we  visited, 
who  also  is  superintendent  of  a  large  teaching  general  hospital  and  prac¬ 
tices  consulting  medicine,  sees  each  year  but  about  one  case  of  general  paresis 
and  two  of  locomotor  ataxia. 
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All  save  one  of  the  many  explanations  of  this  remarkable  in¬ 
frequency  of  parenchymatous  lues  in  the  Orient  have  failed.  Lues, 
there,  is  usually  a  mild  disease;  its  skin  lesions  are  very  incon¬ 
spicuous  ;  of  those  who  begin  antiluetic  treatment,  few  persevere ; 
even  the  wide  prevalence  of  infectious  diseases  accompanied  by 
hyperpyrexia,  as  malaria,  cannot  explain  it.  Recent  studies  in 
America14  of  large  groups  of  cases  of  paresis  with  reference  to 
their  family  and  personal  neuropsychiatric  histories  would  indicate 
that  the  luetic  persons  who  later  develop  paresis  are  those  already 
predisposed,  through  hereditary  or  personal  constitutional  pathol¬ 
ogy,  to  mental  troubles.  The  absence  of  this  predisposition  may  be 
the  explanation  for  its  scarcity  in  India.  In  this  connection,  it  is 
of  interest  that  paresis  was  rare,  even  practically  unknown,  in  the 
Western  world  before  the  beginning  of  the  19th  century,  and  that 
its  increase  has  been  parallel  to  the  advance  of  the  present  indus¬ 
trial  period,  with  its  many  traumatizing  psychic  features,  all  of 
which  are  quite  absent  in  the  more  stable  agricultural  populations 
of  the  Orient,  where  also  the  social  status  is  so  inalterable  that 
ambition  finds  little  place  and  where  religion  encourages  profound 
fatalism.  While  precise  figures  are  lacking,  it  is  of  interest  that 
paresis  now  would  seem  to  be  increasing  among  the  Japanese,  a 
people  who  also  only  one  generation  ago  entered  the  industrial 
field. 

The  social  significance  of  this  disease  in  America  is  appalling; 
its  victims  are  in  the  prime  of  life;  it  entails  misery  to  the  indi¬ 
vidual  and  to  his  family;  it  furnishes  about  15  percent  of  all  ad¬ 
missions  to  mental  hospitals. 

Treatment. — From  the  first,  a  patient  with  well-marked  paresis 
needs  careful  supervision  lest  he  disgrace  himself  and  family ;  and 
careful  nursing,  with  especial  reference  to  his  food,  lest  he  bolt  it, 
to  his  bladder,  and  to  his  bowels.  He  should  receive  thorough  anti¬ 
luetic  treatment,  especially  with  bismuth  and  mercury  intramus¬ 
cularly,  and  the  iodides  in  very  large  doses  by  mouth.  The  Swift- 
Ellis  intraspinous  treatment  is  still  being  used,  but  in  much  milder 
form  than  previously  (the  spinal  injections  now  are  given  not 
oftener  than  once  every  three  or  four  months).  Treatment  by 
hyperpyrexia,  whether  produced  by  injections  of  proteid,  by  dia¬ 
thermy,  or  by  infection  by  the  organisms  of  malaria  or  of  relapsing 
fever,  now  seems  to  promise  the  best  results.  Following  the  ma¬ 
larial  treatment  the  mental  and  physical  symptoms  usually  begin 
to  improve  immediately,  but  the  changes  in  the  blood  and  cere¬ 
brospinal  fluid  follow  more  slowly.  Of  Bahr’s  15  240  cases  thus 
treated  29  percent  were  discharged  clinically  recovered. 
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CHAPTER  XVI 


THE  SKIN— BACKACHE— THE  JOINTS— THE 

SPINE 

THE  SKIN 

Skin  paresthesias  are  common  features  of  psychoneurotic  states. 
Pruritus  may  be  the  somatic  expression  of  the  fear  of  scabies ;  it 
may  also  indicate  the  focus  of  the  patient’s  interest. 

One  of  our  patients,  a  man  with  delusions  involving  sex  difficulties,  suf¬ 
fered  intolerable  burning  over  the  lower  abdomen  and  groin,  present  only 
under  conditions  which  suggest  to  him  his  delusion  (page  428). 

On  the  other  hand,  the  paresthesias  due  to  early  cord  lesions 
may  be  the  basis  of  marked  psychasthenic  reactions  and  indeed  of 
psychotic  states.  If  these  involve  much  of  the  body  surface, 
marked  changes  in  personality  may  result.  This  is  easily  under¬ 
stood,  since  a  person’s  contact  with  the  external  world,  so  important 
in  his  sense  of  reality,  is  largely  through  the  skin. 

Certain  skin  eruptions  have  special  relationship  to  psycho¬ 
neuroses,  among  them:  marked  dermatographia,  indicative  of 
emotional  states  which  influence  skin  sensitivity  (page  43)  ;  gen¬ 
eral  erythema,  lasting  even  for  six  weeks,  which  may  follow  a 
period  of  emotional  stress  or  sexual  excitement ;  urticaria,  often  a 
part  of  an  emotional  reaction,  and  sometimes  preceded  by  definite 
psychic  disturbances ;  and  giant  edema,  a  trouble  of  vasomotor 
origin  seen  in  psychoneurotic  persons  especially.  That  the  primary 
lesion  of  a  gastric  or  duodenal  ulcer  may  be  an  urticaria-like  re¬ 
action  has  been  mentioned  on  page  43 ;  that  intestinal  colic  may 
be  due  to  a  similar  reaction  of  the  intestinal  mucosa,  on  page  43 ; 
that  like  lesions  on  the  brain  cortex  may  be  responsible  for  the 
epileptic  convulsion,  on  page  394.  Urticaria  with  eosinophilia  of 
the  blood  stream  and  dermatographia  of  the  dilator  type  are  by 
some  regarded  as  evidence  of  vagotonia.  Some  cases  of  pityriasis 
roseacea,  of  pemphigus  simplex,  and  of  eczema,1  and  especially  in 
children,  are  best  treated  as  allergic  (page  39) .  Sulzberger  2  would 
abandon  the  term  “eczema”  for  “neurodermatitis  of  disseminated 
type.” 
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BACKACHE 

Under  the  term  “backache,”  the  laity  seldom  includes  those 
local  and  temporary  pains  in  the  back  due  to  such  clearly  recog¬ 
nized  causes  as  trauma,  renal  calculus,  etc.,  but  has  in  mind  attacks 
of  pain  which  occur  with  greater  or  less  frequency  over  long  pe¬ 
riods  of  time  and  the  cause  of  which  is  at  least  doubtful.  The 
mechanisms  responsible  for  the  latter  backaches  include :  unfor¬ 
tunate  body  postures  ;  a  primary,  latent  spondylitis ;  various  visceral 
disturbances  which  reflexly  affect  the  spine  and  its  muscles ;  cord 
reflexes,  as  is  seen  in  locomotor  ataxia  and  cord  tumors;  and 
various  gynecological  and  urological  conditions,  the  autonomic 
nervous  reactions  of  which  may,  as  a  “habit,”  continue  practically 
unchanged  long  after  the  visceral  lesion  has  disappeared.  Or,  the 
primary  cause  of  the  backache  may  be  emotional,  leading  to  con¬ 
tinuous  hypertension  of  the  muscles  of  the  back,  with  spondylitis 
the  result.3 

Backache  is  one  of  the  commonest  symptoms  of  psychoneurotic 
individuals.  The  most  common  cause  of  the  backaches  of  normal, 
and  especially  of  psychoneurotic,  women  probably  is  a  continuously 
maintained  hypertonicity  of  the  muscles  of  the  spine,  evidence  of 
their  repressed  emotions.  The  cultured  woman  is  always  calm,  no 
matter  how  violently  her  emotions  may  rage  within  her.  But  emo¬ 
tions,  like  other  true  energies,  must  expend  themselves  in  some 
direction,  and  so,  when  denied  free  physiological  expression,  they 
increase  the  tonicity  of  the  back  muscles,  thus  traumatizing  the 
vertebral  joints,  making  them  points  of  lessened  resistance  to  in¬ 
fection.  The  result  of  this  is  a  form  of  hypertrophic  spondylitis, 
so  prevalent  that  some  roentgenologists  consider  it  as  “almost  nor¬ 
mal.”  On  the  other  hand,  both  normal  and  psychoneurotic  per¬ 
sons,  confronted  by  some  problem  to  which  prompt  adjustment  is 
difficult,  often  use  the  spine  as  a  substitution  focus  for  their  emo¬ 
tional  interests.  The  malinger  also  does  this  (e.g.,  the  cases  of 
“hysterical  spine”). 

During  the  same  year,  and  almost  the  same  month,  two  doctors  brought 
their  wives  suffering  from  backache.  Long  studies  developed  no  adequate 
cause  for  the  pain  of  either.  Suddenly,  the  divorce  court  cleared  up  the  diag¬ 
nosis  of  one  of  them,  and  her  husband’s  promise  of  reform,  that  of  the  other. 

THE  JOINTS 

The  belief  that  states  primarily  psychogenic  can  terminate  in 
conditions  definitely  organic  is  best  illustrated  by  those  cases  of 
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trophic  (not  “atrophic”)  arthritis  which  follow  psychic  traumata. 
The  latter  may  be  brief  and  startling,  as  that  due  to  the  explosion 
of  a  gas  stove  which  blew  a  woman  across  the  room,  and  the  ex¬ 
perience  of  a  man  saved  from  burial  in  a  shelving  sand-bank  by 
the  strenuous  labor  of  his  fellow  workmen.  Or,  the  emotional 
strain  may  be  long-continued,  as  that  of  the  conscientious  woman 
who  teaches  during  the  day  and  keeps  house  at  night  for  an  elderly 
parent  whom  she  is  supporting.  It  is  important  that  in  women  this 
form  of  arthritis  often  develops  at  about  the  time  of  the  meno¬ 
pause,  which  also  it  may  induce. 

The  clinical  course  of  this  form  of  arthritis  usually  is  quite  uni¬ 
form.  It  starts  with  marked  fatigability;  soon,  paresthesias  of 
the  hands  and  feet  are  complained  of ;  and  next,  stiffness  of  the 
small  joints.  At  about  this  time  roentgenograms  will  show  thin¬ 
ning  of  the  interphalangeal  cartilages  and  loss  of  calcium  in  the 
adjacent  bones,  but  as  yet  no  signs  of  arthritis.  At  this  same  time 
appear  also  trophic  changes  of  the  nails  and  of  the  skin  of  the 
finger  tips,  and  atrophy  of  the  muscles  of  the  hand  and  forearm. 
It  is  of  importance  in  diagnosis  that  this  condition  is  bilaterally 
symmetrical  and  involves  all  the  joints  of  both  hands  and,  to  a 
lesser  degree,  of  both  feet.  Later,  infections  of  these  joints  appear, 
due  possibly  to  secondary  invaders  of  tissues  with  lowered  resist¬ 
ance,  and  soon  the  case  is  one  of  typical  and  later  of  severe  atrophic 
arthritis.  It  is  of  interest  in  this  connection  that  authorities  now 
emphasize  the  importance  of  psychotherapy  in  the  treatment  of 
all  arthropathies ;  and  also  that  section  of  the  sympathetic  nerve 
fibers  to  the  affected  limbs  occasionally  is  followed  by  temporary 
relief  (Roundtree).  The  importance  in  the  etiology  of  trophic 
arthritis  of  the  internal  secretions  also  is  suggested  by  Meeken’s 
case,  that  of  a  woman  whose  joints  improved,  but  only  temporarily, 
during  pregnancy. 

Spondylitis. — How  much  of  the  hypertrophic  spondylitis  so 
often  found  on  x-ray  films,  like  the  changes  which  age  brings 
about  in  the  hair,  teeth,  etc.,  is  to  be  considered  as  “normal,”  is 
to-day  a  much-disputed  question.  We  doubt  that  it  ever  is  normal. 
To  us,  it  is  a  helpful  indication  not  only  of  chronic  focal  infection 
and  of  intestinal  troubles,  but  also  of  long-continued  emotional  re¬ 
pression.  Nevertheless,  whatever  its  primary  cause,  chronic  infec¬ 
tion  of  the  teeth,  tonsils,  paranasal  sinuses,  etc.,  and  chronic  infec¬ 
tious  colitis  are  the  two  most  important  reasons  for  its  further 
development.  Hypertrophic  spondylitis  causes  not  only  backache 
but  also  many  of  the  pains  down  the  arms  or  legs,  formerly  de¬ 
scribed  as  “neuralgia”  or  “neuritis.”  A  true  neuritis  these  patients 
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certainly  cannot  have,  since  their  pains  shift  frequently  from 
region  to  region,  often  disappear  for  hours,  usually  are  most  severe 
in  the  morning,  while  none  of  the  features  (muscle  weakness,  sen¬ 
sory  disturbances,  etc.)  of  neuritis  are  present. 

The  pains  of  a  mild  spondylitis  are  sometimes  referred  to  lim¬ 
ited  regions  on  the  anterior  body  wall.  If  on  the  left  side,  they 
seldom  deceive;  but  if  on  the  right,  over  the  gall  bladder  or  ap¬ 
pendix,  the  case  is  quite  different.  A  surgeon  recently  reported 
that  he  thought  that  many  of  the  cases  of  so-called  “chronic  ap¬ 
pendicitis”  are  thus  to  be  explained. 

The  treatment  of  spondylitis  is  the  removal  of  all  focal  infec¬ 
tions,  attention  to  the  bowels,  and  all  of  those  physical  therapies, 
as  heat,  deep  massage,  diathermy,  etc.,  applied  to  the  spine  which 
induce  muscular  relaxation.  Acetylsalicylic  acid,  oxo-ate  B.,  etc., 
often  give  temporary  relief,  and  for  much  the  same  reason.  In  all 
cases,  however,  psychotherapy  has  an  important  place. 

Urological  Conditions. — In  51  percent  of  all  urological  cases, 
backache  is  one  of  the  symptoms.4  This  is  particularly  true  of 
those  chronic  renal  conditions  which  involve  inflammation  of  the 
kidney  itself,  of  its  capsule  and  pericapsular  structures,  distention 
of  its  pelvis,  or  lack  of  its  maintenance  in  normal  position.  Pye¬ 
litis,  hydronephrosis,  pyonephrosis,  renal  neoplasm  and  renal  tuber¬ 
culosis  often  cause  a  deep-seated  dull  ache  (but  never  a  dragging 
pain),  which  is  diffusely  felt  in  the  lumbodorsal  regions  on  one  or 
both  sides  of  the  spine.  It  is  constant  and  is  not  relieved  by  rest. 
It  seldom  is  sharply  localized,  and  it  rarely  radiates. 

The  nephralgia  of  nephroptosis,  present  in  about  one-half  of 
all  cases  in  which  the  latter  is  present,  may  be  similar  to  that  of 
chronic  pyelitis,  but  more  often  it  is  more  dragging  in  character, 
is  relieved  by  rest,  and  it  becomes  more  and  more  severe  as  the 
day  progresses.  If  pyelitis  or  a  kink  of  the  ureter  also  is  present, 
the  pain  described  may  resemble  closely  that  of  renal  colic  (Dietl’s 
crises). 

The  pain  of  a  calculus  within  the  renal  pelvis  may  be  either 
persistent  or  paroxysmal,  and  usually  is  located  in  the  costover¬ 
tebral  region.  That  of  a  migrating  stone  is  much  more  severe, 
and  the  tenderness  on  pressure  over  the  stone,  both  anteriorly  and 
dorsally,  is  more  exquisite  than  in  all  other  renal  conditions. 

Among  the  orthopedic  causes  of  backaches  are :  back  strain 
following  severe  exertion,  which  usually  has  caused  also  a  little 
tearing  of  muscles  or  of  aponeuroses  (these  pains  continue  and 
are  particularly  severe  if  the  patient  uses  these  muscles  too  soon 
after  the  injury5);  postural  strain;  congenital  deformities,  pos- 
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sibly;  myositis;  neuritis  due  to  infection  from  some  latent  focus; 
tuberculosis,  cancer,  etc.,  of  the  vertebrae.  The  early  slight  back¬ 
aches  due  to  these  last  two  diseases  are  the  basis  of  many  a  psy¬ 
choneurosis  which  continues  to  mask  the  real  lesion.  For  that 
reason  the  examination  of  these  patients  should  be  most  searching, 
for  nothing  is  more  humiliating  than  the  later  discovery  of  a  tuber¬ 
culous  focus  or  of  a  malignant  metastasis  in  the  spine  of  a  patient 
who  for  weeks  or  months  has  been  under  treatment  for  “neur¬ 
asthenia.” 

The  postural  backaches  of  patients  of  asthenic  habitus  are 
due  primarily  to  general  muscular  fatigue  and  to  ligamentous  strain. 
These  patients  require,  first,  nutritional  and  supportive  treatment, 
as  that  afforded  by  full  diet,  tonic,  rest,  and  massage;  postural 
remedial  exercises ;  and,  sometimes,  although  rarely,  the  support 
afforded  by  a  brace  or  corset.  Later,  they  should  be  encouraged 
to  live  the  outdoor  life. 

Lower  backache,  Miltner  6  found  in  66  percent  of  his  cases 
to  be  due  to  arthritis ;  in  25  percent,  to  sacro-iliac  and  lumbosacral 
sprains;  in  5  percent,  to  muscle  strains;  in  1.5  percent  to  lumbar 
myositis;  and  2.5  percent  of  them  to  a  variety  of  unusual  condi¬ 
tions.  Those  low  backaches  which  suggest  sacro-iliac  and  lumbo¬ 
sacral  strain  are  often  (in  15  percent  of  all  cases)  psychoneurotic 
in  origin;  but  trauma,  posture  and  occupational  factors  are  more 
common  causes.  The  sciatic  radiation  of  these  pains,  if  present, 
often  does  suggest  sacro-iliac  strain.  Low  backaches  in  women 
who  have  no  gynecological  disorders  or  psychoneurotic  trends 
often  are  due  to  inflammatory  or  mechanical  changes  in  the  fifth 
lumbar  vertebra,  which  vary  in  grade  from  simple  anomalies  of  its 
transverse  processes  to  bilateral  sacralization.  While  these  pains 
if  due  to  arthritis  may  last  for  years,  those  due  to  static  disturbances 
respond  rapidly  to  treatment.7 

Roederer’s  backache,8  an  annoying,  burning,  prickling  pain 
without  radiation  and  accompanied  by  a  sense  of  heaviness  in  the 
region  of  the  fifth  lumbar  vertebra,  complained  of  by  women  be¬ 
tween  puberty  and  twenty-five  years  of  age,  which  lasts  for  but 
from  twelve  to  eighteen  months  and  then  disappears  never  to  re¬ 
turn,  might,  one  would  suspect,  be  a  pelvic  reflex. 

The  pain  of  lumbosacral  strain,  and  especially  if  the  patient 
is  a  slender  visceroptic  woman  with  bad  body  posture,  is  indefi¬ 
nitely  and  asymmetrically  localized  over  the  lower  spine  and  hip, 
and  is  relieved  by  rest  in  bed.  Sciatic  radiation  is  common.  All 
lumbar  and  lumbosacral  movements  are  markedly  limited,  and 
there  is  localized  tenderness  on  deep  pressure  over  the  lumbo- 
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sacral  articulations  while  the  patient  is  in  the  knee-chest  posture. 
Hamstring  spasm  develops  on  bending  forward.  The  patient 
should  be  taught  to  flatten  the  lumbar  spine  and  a  brace  be  applied 
to  maintain  this  position. 

Pseudolumbago  and  pseudosciatica  9  are  terms  used  of  pains 
which  result  from  forward  displacement  of  the  sacrum,  and  most 
easily  if  the  sacrum  is  of  the  straight  fetal  type.  They  may  occur 
acutely,  as  after  a  fall  on  the  feet  or  buttocks;  or  gradually,  as 
the  result  of  repeated  minor  traumas,  such  as  are  provided  by 
long  train  or  automobile  rides.  These  pains  are  the  result  of  ten¬ 
sion  on  the  sacroiliac  ligaments.  If  developed  gradually,  the  early 
symptoms  are  vague  pains  and  weakness  in  the  lower  back,  with 
difficulty  in  walking  and  in  lifting  heavy  objects.  Sudden  move¬ 
ments,  dropping  on  the  feet,  etc.,  cause  pain  in  the  lumbosacral 
region.  The  patient  standing  has  an  accentuated  lumbar  lordosis, 
maximal  in  the  sacrolumbar  region,  protruding  buttocks,  ptosis  of 
the  abdomen,  and  slightly  flexed  thighs  and  knees.  Flexion  of  the 
trunk  is  difficult  and  painful ;  dorsal  decubitus  is  comfortable,  but 
the  patient  suffers  when  he  lies  on  his  side.  The  symptoms  often 
are  confused  with  sciatica,  lumbago,  and  lumbar  spondylitis.  The 
treatment  of  this  condition  is  a  problem  for  the  orthopedists. 

Among  the  gynecological  causes  of  backache  are  retroversion 
and  prolapse  of  the  uterus,  pelvic  inflammatory  disease,  and,  rarely, 
malpositions  of  a  kidney.  The  backache  due  to  pelvic  diseases  is 
sacral  in  location,  and  usually  increases  in  severity  during  men¬ 
struation.  Anterofixation  of  the  uterus,  in  1898-99  was  a  well- 
recognized  treatment  for  these  backaches  of  young  unmarried 
women,  but  their  pains  usually  were  rationalizations  of  neuras¬ 
thenic  states,  although  in  older  women,  and  in  multiparae  espe¬ 
cially,  degenerative  changes  in  the  intervertebral  discs  occasionally 
explain  them ; 10  nevertheless,  it  is  indeed  surprising  how  free  from 
backaches  are  many  multiparae  whose  pelvic  organs  show  all 
grades  of  malposition.  It  is  important  in  the  diagnosis  of  this 
condition  that  those  pains  actually  due  to  the  abnormal  position  of 
pelvic  organs  disappear  more  or  less  completely  when  the  woman 
is  recumbent. 

The  common  postpartem  triad  of  symptoms  emphasized  by 
Lash  11 — headache,  weakness,  and  backache — and  often  wrongly 
attributed  to  retroversion  of  the  subinvoluted  uterus,  is  evidence 
of  a  psychoneurosis,  which,  if  allowed  to  develop,  too  often  results 
in  chronic  invalidism.  The  appearance  of  this  syndrome  often  can 
be  forestalled  by  that  medical  treatment  before  confinement  which 
includes  encouraging  psychotherapy. 
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Prostatic  trouble  causes  80  percent  of  the  low  backaches  of 
men,  who  complain  usually  of  dull  aching  pains  in  the  sacral 
region,  which  are  most  severe  on  rising,  and  which  subside  with 
the  activities  of  the  day.  These  pains  seldom  radiate,  but,  if  they 
do,  it  is  down  the  sciatic  nerve,  and  but  rarely  to  the  inner  aspect 
of  the  thigh  and  groin.  They  are  relieved  by  the  proper  treatment 
of  the  prostate  trouble. 


THE  SPINE 

Scoliosis. — Lateral  curvature  of  the  spine,  one  of  the  mysteries 
of  orthopedic  surgery,  has  received  many  explanations :  relative 
muscular  insufficiency,  due  to  too  rapid  growth ;  diseases  of  child¬ 
hood  (scarlet  fever);  insufficient  structural  development;  bad 
postural  habits,  as  at  school;  head  tilting,  as  that  encouraged  by 
eyestrain,  etc.  The  psychoneurologist,  however,  Culpin  says,  finds 
in  the  patients’  emotional  attitudes  sufficient  grounds  for  many 
cases.  Functional  scoliosis,  he  says,  is  a  stance  characteristic  of 
depression ;  the  fixed  scoliosis  of  an  adult  is  an  indication  that  the 
patient  when  a  child  was  nervous  or  unhappy.  Concerning  sco¬ 
liosis,  Bankert 12  said :  “Not  infrequently  with  this  there  are  ac¬ 
companying  vasomotor  disturbances — for  example,  flushing,  pro¬ 
fuse  sweating,  susceptibility  to  chilblains,  edema,  etc.,  significant  of 
the  functional  (perhaps  sympathetic)  origin  of  the  disorder.” 
And,  in  regard  to  the  treatment  of  these  postural  deformities,  he 
said:  “If  you  want  to  know  whether  a  patient  has  got  scoliosis, 
look  at  her  back.  If  you  want  to  know  why  she  has  got  it  and 
how  to  treat  it,  look  at  her  face.” 

Locally  painful  strained  plantar  arches,  bunions,  etc.,  occa¬ 
sionally  serve  as  the  basis  of  psychoneurotic  states.  The  disagree¬ 
able  sensations  often  complained  of  in  the  upper  calves,  over  the 
outer  aspects  of  the  thighs,  and  in  the  lower  back,  often  are  due 
to  arch  troubles  which  locally  are  painless,  but  which  have  altered 
the  lines  of  equilibrium  of  the  body.  Local  pains  in  the  feet  them¬ 
selves  depend  less  on  how  flat  the  foot  is,  than  on  how  strained 
are  its  joints.  Unusually  sore  flat  feet  should  be  examined  for 
arthritis.  Painful  arch  troubles  may  be  relieved  by  proper  shoes, 
posture  exercises,  exercises  of  the  feet,  and  possibly  arch  supports. 
Psychotherapy,  however,  may  be  even  more  important.  Concern¬ 
ing  flat-foot  in  general,  Culpin  says:  “There  is  only  one  person 
who  can  cure  flat-foot  and  that  is  the  person  who  has  got  it.” 
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CHAPTER  XVII 


THE  ORGANIC  NERVOUS  REACTION  TYPES 

Local  brain  lesions,  as  cerebral  tumors  (page  163)  and  infections 
(page  192),  and  those  general  diseases  the  toxins  of  which  reach 
the  cerebrum  through  the  blood  stream,  as  the  acute  infectious 
diseases,  nephritis,  cancer  anywhere  in  the  body,  etc.,  or  which 
modify  the  cerebral  circulation,  as  does  serious  heart  disease,  may 
cause  psychic  disturbances,  the  organic  reaction-types,  a  few  of 
which  are  almost  pathognomonic.  It  is  also  true  that  an  acute  ill¬ 
ness  may  unmask  or  bring  to  active  progress  a  latent  unsuspected 
primary  mental  trouble,  as  the  manic-depressive  psychosis  or 
schizophrenia.  Some  of  the  organic  reaction-types,  as  the  febrile 
deliria,  are  temporary;  those  the  result  of  organic  tissue  changes, 
on  the  contrary,  are,  or  may  be,  permanent. 

The  psychic  states  thus  aroused  as  organic  reaction-types  are  the 
result  of  pathology  in  the  nerve  cells  themselves;  in  the  produc¬ 
tion  of  them,  the  personality  of  the  patient  plays  a  subordinate  part, 
although  they  certainly  do  arise  much  more  easily  in  some  indi¬ 
viduals  than  in  others.  A  sharp  distinction,  therefore,  should  be 
made  between  the  reaction-types  and  those  various  psychoneurotic 
states  which  may  arise  because  of  these  same  diseases,  but  which 
are  reactions  which  the  patient  makes  because  of  his  fear  of  the 
possible  effect  which  such  diseases  may  have  on  his  career  or  life. 
The  latter,  however,  may  more  or  less  mask,  or  at  least  consider¬ 
ably  modify,  the  clinical  pictures  of  the  former. 

THE  ACUTE  INFECTIOUS  DISEASES 

Almost  any  acute  infectious  disease  (but  especially  typhoid 
fever,  influenza,  malaria,  pneumonia,  smallpox,  acute  rheumatism, 
scarlet  fever  and  typhus  fever)  may,  especially  in  children  but 
also  in  predisposed  adults,  give  rise  to  febrile  deliria,  which  appear 
during  the  course  of  the  fever  and  disappear  promptly  when  the 
temperature  becomes  normal.  Since  deliria  are  the  direct  result 
of  the  specific  toxins  of  the  diseases  producing  them,  the  delirium 
of  each  disease  often  presents  features  characteristic  of  it,  just  as 
the  psychic  states  due  to  different  drugs,  as  alcohol,  morphine, 
hashish,  etc.,  differ  the  one  from  the  other. 
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The  acute  infectious  diseases  also  may  result  in  definite  psychoses 
(epileptiform,  dazed  and  stuporous  conditions,  hallucinoses,  and 
hallucinatory  catatonic  and  incoherent  confusional  states),  some 
of  which  appear  early,  others  during  the  febrile  period,  and  still 
others  during  convalescence,  which  may  continue  for  months  after 
all  other  evidence  of  the  disease  has  disappeared.  They  may  in¬ 
deed  become  permanent.  These,  like  a  febrile  delirium,  depend 
definitely  on  injuries,  only  much  more  serious  ones,  which  the 
brain  tissue  has  received  because  of  the  disease.  They  often  are 
called  “exhaustion  psychoses.”  They  may  follow  any  acute  dis¬ 
ease  ;  a  few,  however,  deserve  special  mention. 

TYPHOID  FEVER 

The  toxins  of  typhoid  fever  have  a  definite  narcotic  effect  on 
the  cerebral  cortex.  Patients  ill  with  this  disease,  after  the  initial 
headache  has  disappeared,  present  an  almost  pathognomonic  men¬ 
tal  state,  of  great  importance  both  to  physician  and  surgeon.  The 
patient  physically  is  much  too  comfortable,  as  though  a  subcortical 
block  had  checked  somatic  discomforts  from  reaching  conscious¬ 
ness.  Drowsy  when  left  alone,  he,  when  aroused,  is  intellectually 
clear  and  keen,  yet  slightly  euphoric.  Leave  him,  and  in  a  few 
minutes  he  is  apparently  asleep.  This  is  the  so-called  “typhoid 
state,”  which  gave  this  disease  its  name.  Because  of  it,  the  early 
diagnosis  of  perforation  of  a  typhoid  ulcer  is  very  difficult,  since 
the  patient  suffers  little  or  none  at  all  from  those  pains  and  other 
subjective  feelings  belonging  to  a  developing  peritonitis,  and  so 
distressing  in  cases  of  perforated  appendix,  ulcer,  etc.  The  typhoid 
patient,  in  fact,  resembles  one  with  appendicitis  after  the  latter  has 
been  made  comfortable  and  all  his  symptoms  masked  by  morphine. 
This  typhoid  state  explains  in  part  also  why  in  typhoid  fever  bed 
sores  are  so  common  (the  patient  lies  far  too  quietly)  ;  also,  why 
the  bladder  so  frequently  becomes  painlessly  overdistended;  why 
an  otitis  media  often  is  overlooked;  etc.  Patients  with  typhoid 
fever  whose  typhoid  state  is  deeper  than  the  above,  show  a  quiet 
delirium  with  low,  mumbling,  incoherent  speech.  Lucid  intervals 
of  brief  duration  may  suddenly  occur,  as  after  an  intestinal  hem¬ 
orrhage,  of  which  the  suddenly  appearing  mental  alertness  may 
be  the  first  sign.  The  patient  with  an  extreme  grade  of  the  typhoid 
state,  the  very  “toxic”  patient,  lies  quietly,  his  eyes  open,  but  quite 
oblivious  to  his  surroundings.  His  hands  tremble  like  those  of 
one  with  paralysis  agitans ;  there  is  jactitation  of  the  arms ;  sub- 
sultus  tendinum ;  and  involuntary  micturition  and  defecation.  Both 
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the  typhoid  delirium  and  the  typhoid  state  usually  subside  with 
the  fever. 

Typhoid  fever  sometimes  is  followed  by  a  long  period  of  ner¬ 
vous  exhaustion.  The  patient  fatigues  easily,  both  physically 
and  mentally,  suffers  from  a  variety  of  indefinite  complaints,  and 
for  months  is  quite  unable  to  resume  active  life.  This  would  seem 
to  be  a  true  organic  reaction-type  akin  to  the  exhaustion  psychoses. 
Since  the  term  “neurasthenia”  literally  describes  this  condition  and 
is  the  one  used  by  German  clinicians,  we  would  call  attention  to  the 
dangerous  ambiguity  involved  when  it  is  used  in  America  (page 
282). 

The  psychoses  due  to  typhoid  fever  may  be  features  of  the 
onset  of  this  disease,  may  begin  while  the  fever  is  still  high,  but 
more  often  they  start  after  defeverescence.  Frequently  an  early 
psychosis  has  led  to  the  commitment  to  mental  hospitals  of  pa¬ 
tients  with  unrecognized  ambulatory  typhoid  fever.  Those  psy¬ 
choses  which  develop  later  in  the  disease  are  essentially  of  the 
exhaustion  type,  characterized  by  intellectual  enfeeblement,  defects 
of  attention,  amnesia,  and  apathy.  Some  cases  resemble  Korsa- 
kow’s  syndrome,  but  more  often  the  affect  state  is  one  of  depres¬ 
sion.  They  may  last  for  months.  After  the  psychosis  has  dis¬ 
appeared  the  patient  may  for  months  be  easily  fatigued,  both 
mentally  and  physically,  and  show  memory  defects.  Another  type 
which  appears  late  in  the  convalescence  of  typhoid  fever,  the  so- 
called  collapse  delirium,  is  characterized  by  motor  phenomena 
especially,  but  also  by  paresthesias  and  hallucinations.  The  con¬ 
valescence  of  these  cases  is  exceedingly  slow. 

ACUTE  LOBAR  PNEUMONIA 

Acute  lobar  pneumonia  may  begin  with  a  delirium  so  wild  that 
the  patient,  his  pulmonary  infection  not  suspected  and  he  thought 
to  have  an  acute  mania,  is  at  once  confined  in  a  mental  hospital. 
It  has  led  some  patients  during  their  pneumonia  suddenly  to  leap 
out  of  the  window.  During  the  course  of  the  disease  a  stuporous 
condition,  in  one  of  our  cases  a  definite  catatonia,  may  develop, 
but  this  is  unusual.  Postpneumonic  psychoses  are  rare. 

TUBERCULOSIS 

The  dominant  symptoms  of  tuberculosis,  more  so  than  of  any 
other  acute  infectious  disease,  seem  directly  attributable  to  dis¬ 
turbed  functional  balances  in  the  autonomic  nervous  system. 
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Nevertheless,  in  uncomplicated  cases  of  this  disease  demonstrable 
pathological  changes  have  not  as  yet  been  found  in  the  sympa¬ 
thetic  ganglia. 

Early  exaggerated  parasympathetic  tonus  would  seem  to  explain 
the  patient’s  gastric  hyperacidity,  his  hectic  flush,  his  ability  to 
utilize  relatively  large  amounts  of  food,  his  nausea,  vomiting  and 
the  spastic  constipation  so  common  in  these  cases.  On  the  other 
hand,  the  unusually  increased  heart-rate  associated  with  low  blood 
pressure  suggest  reflex  sympathetic  stimulation.  This  relative 
bradycardia  is  most  marked  when  the  tuberculous  process  involves 
the  intestinal  tract,  of  which  involvement  it  may  be  a  helpful  sign. 
When,  as  the  tuberculosis  advances  and  the  toxemia  becomes  in¬ 
tense,  the  sympathetic  tonus  would  seem  to  be  definitely  increased, 
the  emotional  state  becomes  one  of  depression,  digestion  usually 
is  more  and  more  impaired,  and  constipation  more  and  more  pro¬ 
nounced.  Such  gastric  disturbances  introduce  a  serious  element 
in  the  prognosis  of  this  disease,  since  in  general  a  full  diet  is  of 
great  advantage. 

Certain  therapeutic  measures  recommended  and  others  contra¬ 
indicated  also  suggest  the  importance  in  this  disease  of  the  auto¬ 
nomic  reflexes.  For  illustration :  the  direct  exposure  of  the  skin  of 
the  chest  to  direct  sunlight  and  to  ultraviolet  rays  is  harmful  in 
cases  of  pulmonary  tuberculosis,  but  most  valuable  if  the  tuber¬ 
culosis  involves  other  organs. 

In  cases  of  tuberculosis  which  involve  the  lower  lobes  of  the 
lungs  or  the  abdomen  there  is  a  tendency  to  depressive  emotional 
types  of  reaction;  if  the  upper  lobes  are  involved,  euphoria  often 
obtains.  In  chronic  cases,  however,  the  dominant  emotional  tone 
is  one  of  depression,  with  thoughts  of  suicide  often  in  the  back¬ 
ground  (Miihl).  Euphoria  surprising  in  grade  may  immediately 
precede  death. 

OTHER  DISEASES 

Psychoses  similar  to  those  associated  with  the  acute  infectious 
diseases  may  accompany  or  may  follow  other  physically  depressing 
conditions,  as  severe  hemorrhage,  prolonged  parturition,  and  severe 
physical  strains.  It  is  said  that  the  psychoses  of  pregnancy  and 
the  early  puerperium  have  a  more  favorable  outlook  than  those 
which  develop  later,  but  much  would  seem  to  depend  on  the  con¬ 
stitution  of  the  patient,  her  domestic  circumstances,  and  her  pre¬ 
vious  desire  for,  or  her  dread  of,  the  confinement. 
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Diagnosis 

The  diagnosis  of  the  great  majority  of  cases  of  psychoses  di¬ 
rectly  dependent  on  fevers  or  other  exhausting  conditions  is  easy 
because  of  the  history  of  the  antecedent  illness.  If,  however,  as 
in  pneumonia  and  more  often  in  typhoid  fever,  an  acute  psychosis 
is  a  feature  of  the  onset,  the  causal  disease  may  be  overlooked. 
For  this  reason,  the  presence  of  fever  in  any  acute  mental  case 
should  at  once  arouse  suspicion  of  an  acute  infectious  disease. 

Some  psychoses,  as  schizophrenia,  which  follow  acute  diseases 
do  not  belong  in  the  above  group.  Them,  the  acute  illness  has 
merely  precipitated.  The  diagnosis  of  such  can  be  made  only  by 
following  the  course  of  the  case. 

Prognosis 

The  prognosis  in  the  majority  of  all  febrile  deliria  is  excellent ; 
they  disappear  with  the  fever.  Of  the  infective-exhaustive  psy¬ 
choses  of  all  types,  the  great  majority,  about  seventy  percent,  make 
a  complete  recovery,  but  of  those  associated  with  typhoid  fever, 
only  about  fifty  percent  recover.  Any  severe  infectious  disease 
may  leave  a  small  child  with  a  lasting  impairment  of  intellect, 
especially  of  memory,  and  some  with  even  a  permanent  arrest 
of  all  mental  development. 


Treatment 

Every  typhoid  patient  should  be  turned  in  bed  frequently,  his 
skin  kept  very  clean,  his  abdomen  examined  daily  for  muscular 
rigidity,  and  his  ears  for  otitis  media.  Hydrotherapy,  both  ex¬ 
ternal  and  internal  (the  ingestion  of  at  least  five  quarts  of  water 
each  day),  is  the  best  means  of  lowering  his  temperature  and  of 
arousing  him  to  greater  mental  alertness.  The  diet  (liquid  and 
soft)  should  afford  at  least  twenty-five  calories  of  heat  per  one 
kilo  of  body  weight  per  day,  for  the  opinion  would  seem  well 
founded  that  the  formerly  popular  starvation  diet  (liquids  only, 
with  a  total  caloric  value  of  not  over  eight  hundred  calories)  in¬ 
creased  the  incidence  of  nervous  and  mental  complications  and 
of  sequelae. 

The  typhoid  delirium  usually  is  so  quiet  that  a  restraining  sheet 
seldom  is  necessary,  but  the  delirious  pneumonia  patient  should 
always  be  restrained.  All  febrile  psychosis  should  be  treated  as 
are  other  similar  psychic  disturbances,  and  later  the  patients  who 
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had  them  allowed  a  long  period  of  convalescence,  free  from  all 
responsibility,  with  good  nursing  and  full  diet. 

ENCEPHALITIS 

Encephalitis,  both  the  epidemic  and  the  similar  but  sporadic  cases 
of  this  disease,  has,  since  1919,  been  the  cause  of  many  cases  of 
mental  inefficiency,  many  insane  conditions,  and,  especially  among 
children  and  adolescents,  of  many  serious  personality  changes.1 

The  early  mental  symptoms  of  acute  epidemic  encephalitis 
may  so  overshadow  its  neurological  signs  that  the  disease  is  not 
detected.  More  often  the  diagnosis  is  suggested  by  the  characteristic 
symptoms  of  its  onset :  restlessness  with  insomnia,  diplopia,  and 
headache  lasting  from  seven  to  ten  days.  Some  acute  cases  begin 
with  anxiety  states,  or  a  “pressure  of  talk,”  the  patient,  en  rapport 
with  his  environment,  talking  rapidly  and  incessantly,  with  com¬ 
plete  coherence  and  without  mood  alteration.  In  rare  instances, 
and  especially  in  children,  behavior  disorders  in  a  setting  of  clear 
consciousness  have  appeared  early. 

A  week  or  two  after  the  onset,  many  patients  with  the  Economo 
type  encephalitis  exhibit  that  stupor  which  gave  the  disease  the 
name  “encephalitis  lethargica.”  This  when  mild  may  be  over¬ 
looked,  since  the  patient  when  spoken  to  seems  reasonably  alert; 
even  then,  however,  incontinence  of  the  sphincters  may  be  present. 

Some  of  the  more  subacute  cases  start  with  changes  in  mood 
and  character ;  with  polymorphous  delusional  ideas ;  or  with  psycho¬ 
motor  excitement,  most  marked  at  night.  In  a  few  weeks  the  som¬ 
nolence  begins.  Others  early  are  free  from  mental  symptoms, 
but  these  appear  later.  Those  with  the  St.  Louis  type  usually 
show  none. 

During  the  chronic  stage  which  follows  so  many  of  the  cases 
of  acute  encephalitis,  serious  sequelae  may  develop ;  among  them, 
Parkinsonianism  (page  193)  and  apathy.  The  latter,  a  charac¬ 
teristic  apathy,  is  the  only  fairly  specific  emotional  reaction  of 
this  disease,  and  may  last  for  years.  With  consciousness  clear, 
the  patient  lies  motionless  in  bed  or  sits  for  hours  staring  ahead. 
The  urine  and  stools  are  passed  involuntarily.  He  seldom  speaks 
unless  asked  a  question  and  then  he  arouses  himself,  responds 
clearly,  and  at  once  sinks  back  into  his  previous  quiet  condition. 
Place  a  tray  of  food  before  him,  and  he  seems  not  to  regard  it; 
he  eats  nothing  unless  it  is  placed  in  his  mouth.  Nevertheless, 
the  woman  in  this  condition  enjoys  having  the  society  column  of 
the  daily  paper  read  to  her,  and  insists  that  this  be  done;  the 
professional  man  answers  even  technical  questions  accurately,  and 
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sometimes  expresses  a  keen  sense  of  gratitude  to  those  who  try 
to  aid  him.  When  left  alone,  however,  these  patients  would  seem 
to  lead  a  purely  vegetable  existence.  Their  minds  seem  disasso¬ 
ciated  from  the  body,  a  condition  well  described  as  a  subcortical  or 
interlobular  cerebral  block.  This  apathy  is  not  a  part  of  Parkin- 
sonianism,  since  it  may  be  present  in  the  absence  of  the  latter, 
and  not  all  cases  of  Parkinsonianism  show  it. 

The  tremor  of  the  Parkinsonianism  of  encephalitis  may 
resemble  closely  that  of  paralysis  agitans,  yet  often  it  is  coarser, 
is  increased  by  voluntary  movements,  and  may  be  absent  when  the 
patient  is  quiet.  It  may  be  limited  to  one  limb,  especially  to  one 
arm.2  The  normally  automatic  movements  of  these  patients,  such 
as  walking,  talking,  etc.,  are  slow,  requiring  much  voluntary  reen¬ 
forcement  (bradykinesis),  yet  some  patients  with  this  can  per¬ 
form  rapid  movements  with  ease  (the  paradoxical  movements  of 
Souques)  ;  that  is,  they  can  dance  or  play  tennis  with  facility,  while 
one  of  our  patients,  a  college  student,  played  his  part  well  on  a 
winning  basket-ball  team. 

Corresponding  to  their  bradykinesis,  these  patients  show  also 
“psychic  viscosity”  (bradyphrenia)  ;  that  is,  slowness  of  thought 
with  a  diminution  of  voluntary  attention,  a  lack  of  spontaneous 
interest,  of  initiative,  of  capacity  for  effort,  together  with  marked 
fatigability  and  slight  memory  impairment. 

Other  postencephalitis  patients,  however,  show  psychomotor  ex¬ 
citement  ;  some,  a  “pressure  of  talk”  accompanied  by  mild  euphoria 
and  lack  of  insight ;  others,  anxiety  states,  or  emotional  instability ; 
others,  euphoria  alone;  all  of  which  states  seem  to  be  specific 
effects  of  this  disease.  Certain  mental  symptoms,  common  to 
many  other  psychoses  also,  may  be  present  in  this  disease  as  well, 
as  delusions,  hallucinations,  etc.3  Nevertheless,  disorientation, 
memory  defects,  and  weakness  of  attention  seldom  are  features 
of  the  nonspecific  psychoses  which  follow  encephalitis.  In  them, 
the  intellectual  functions  rarely  are  impaired  in  quality;  they  are 
merely  too  slow.  Not  all  of  the  psychic  symptoms  which  follow 
chronic  encephalitis,  however,  are  organic  reactions;  some,  and 
especially  the  depression  and  compulsions  which  many  of  these 
patients  show,  are  the  result  of  emotional  reactions  to  their  knowl¬ 
edge  of  their  chronic  disabling  state.  These  latter  alone  improve 
under  psychotherapy. 

All  sorts  of  postencephalitis  disturbances  of  sleep  have 
been  reported :  insomnia,  hypersomnia,  inverted  rhythm,  etc.  The 
insomnia  patients  would  seem  not  to  feel  the  lack  of  sleep  to  the 
extent  that  normal  persons  do;  their  nocturnal  wakefulness  is 
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characterized  by  great  psychomotor  excitement;  hypnotic  drugs 
benefit  them  but  little. 

In  children,  in  marked  contrast  to  adults,  encephalitis  may  be 
followed  by  almost  pathognomonic  behavior  disorders  of  an 
active,  aggressive  kind,  which  usually  begin  late  and  develop 
slowly.  While  some  previously  very  unruly  children  have,  because 
of  this  disease,  become  unusually  docile,  yet  the  majority,  pre¬ 
viously  well  behaved,  become  impulsive,  unruly,  and  shameless  in 
their  conduct.  They  are  erratic,  mischievous,  destructive,  foolishly 
mirthful,  dishonest  and  obscene,  because,  they  say,  “something  in 
me  makes  me  want  to  do  it.”  They  show  no  evidence  of  shame 
and  no  sense  of  responsibility  for  their  cruel,  even  murderous, 
actions.  On  them,  punishment  has  absolutely  no  deterring  effects. 
Nevertheless,  these  children  usually  show  no  permanent  intellec¬ 
tual  impairment,  although  their  lack  of  concentration  and  of  in¬ 
terest  might  suggest  this.  Some  of  them,  however,  and  especially 
young  children,  do  suffer  a  temporary  arrest  of  intellectual  develop-, 
ment,  such  as  might  result  from  any  prolonged  severe  illness,  and 
sometimes  this  becomes  permanent.  There  is  no  evidence  that  the 
behavior  disturbances  of  encephalitis  develop  more  frequently 
among  those  children  who  previously  had  shown  a  psychopathic 
tendency  than  in  those  who  had  not. 

Tics  develop  after  encephalitis  more  often  in  children  than  in 
adults.  The  majority  of  them,  however,  are  more  complex  than 
are  the  ordinary  tics,  including,  as  they  do,  spitting,  sniffling, 
coughing,  shaking  the  hand,  etc.  Epilepsy  also  may  be  a  sequela.4 

The  prognosis  in  cases  of  the  Economo  type  is  most  uncertain ; 
in  those  of  St.  Louis  type  it  is  much  better.  The  mortality  of  its 
acute  forms  has  been  variously  estimated  as  from  ten  to  fifty  per¬ 
cent.  From  the  severity  of  the  early  mental  symptoms  one  cannot 
judge  as  to  their  final  outcome.  An  acute  attack  may,  after  a  few 
weeks,  be  followed  by  complete  recovery  or  by  permanent  mental 
disturbances.  The  early  disturbance  of  sleep  may  disappear,  or 
may  continue,  or  periods  of  hypersomnia,  hyposomnia,  and  inverted 
sleep  rhythm  may  follow  one  after  another. 

The  prognosis  of  the  mental  states  and  of  the  physical  symp¬ 
toms  of  encephalitis  involves  quite  different  problems.  The  patient 
with  the  Economo  type  may  seem  to  recover,  and  even  five  years 
later  develop  Parkinsonianism.  The  prognosis  of  this  latter  syn¬ 
drome  is  very  unfavorable  from  the  physical  point  of  view,  but 
that  of  his  affective  states  may  be  good,  provided  they  were  de¬ 
pressive  or  anxious.  A  euphoria  often  persists  indefinitely,  but 
may  not  interfere  with  the  patient’s  useful  occupation.  Gradual 
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deterioration  and  death  also  may  result.  Children  seldom  recover 
from  their  behavior  disorders. 

The  differential  diagnosis  between  encephalitis  with  apathy 
and  lack  of  spontaneous  movements  and  dementia  praecox  with 
similar  features  is  sometimes  difficult.  These  two  conditions  dif¬ 
fer,  however,  in  that  the  patient  with  the  former  has  a  normal 
grasp,  without  distortion,  of  his  immediate  environment,  no  dis¬ 
order  of  talk,  and  none  of  thought;  that  is,  there  is  no  evidence 
of  any  “splitting”  of  personality.  An  attack  of  epidemic  enceph¬ 
alitis  may,  however,  precipitate  a  schizophrenic  reaction  in  a 
patient  predisposed  to  this  disease. 

There  is  no  specific  treatment  for  encephalitis.  Repeated  lum¬ 
bar  punctures  during  the  acute  stages  would  seem  to  be  of  value. 
A  great  many  drugs,  including  salvarsan,  the  injection  of  the 
serum  of  convalescent  patients,  etc.,  have  failed.  Excited  patients 
respond  better  to  hydrotherapy  than  to  hypnotic  drugs.  For  the 
Parkinsonian  rigidity,  hyoscine  (1/150  gr.)  four  times  a  day  by 
mouth  (but,  preferably,  hypodermatically),  or  better  still,  pow¬ 
dered  stramonium  leaf,  from  two  to  six  grains  three  times  a  day, 
are  recommended.  These  at  least  may  help  the  patient’s  mental 
attitude. 

Simple  occupation  is  useful  both  for  adults  and  children.  Chil¬ 
dren  with  behavior  disorders,  if  these  are  at  all  severe,  should  be 
segregated  in  special  hospitals  where  a  sympathetic  but  firm  regime 
is  maintained.  Psychotherapy  undoubtedly  helps  certain  adults, 
especially  those  whose  depression  and  compulsions  are  reactions  to 
their  knowledge  of  the  encephalitis. 

PERNICIOUS  (ADDISON’S)  ANEMIA 

The  early  nervous  symptoms  of  primary  pernicious  anemia,  as 
well  as  of  other  severe  toxemias,  are  easy  fatigability  and  the 
disinclination  for  both  mental  and  physical  exertion.  Paresthesias, 
loss  of  the  sense  of  position,  and  changes  in  the  deep  reflexes,  are 
almost  specific  of  the  multiple  degenerations  of  the  cord  of  primary 
anemia,  and  these  may  appear  and  allow  of  a  correct  diagnosis  even 
years  before  the  blood  changes  develop. 

The  mood  of  these  patients  is  apathetic,  or  mildly  depressed  and 
anxious.  Definite  mental  symptoms  develop  at  one  time  or  an¬ 
other  in  four  percent  of  the  cases.  These  include  delusions,  hal¬ 
lucinations,  mania,  melancholia,  and  dementia.  During  the  end 
stages  of  this  disease,  but  also  during  its  acute  exacerbations,  de¬ 
lirium  or  paranoid  states  may  appear. 
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While  in  all  cases  of  Addison’s  anemia  a  quiet  life,  rest  in  bed 
if  necessary,  an  abundance  of  nourishing  food,  hydrochloric  acid, 
and  adequate  doses  of  liver  extract  (or  of  the  various  prepara¬ 
tions  of  liver,  or  of  gastric  mucosa  and  liver  combined)  should 
be  recommended,  yet  treatment  improves  the  above  nervous  and 
mental  symptoms  of  this  disease  very  little. 

DEFICIENCY  DISEASES 

A  deficiency  in  any  one  of  the  vitamines  often  plays  a  part  in 
the  production  of  states  which  may  easily  be  confused  with  those 
purely  psychoneurotic. 

PELLAGRA 

The  first  evidences  of  pellagra,  which  may  begin  some  time 
before  the  cutaneous  changes  are  noticed,  may  be  merely  mental 
depression,  headache,  vertigo,  insomnia,  anorexia  and  vague  dis¬ 
turbances  of  the  stomach  and  bowel.  Later,  certain  general  neuro¬ 
logical  symptoms  may  appear,  as  tremor,  increased  or  diminished 
reflexes,  and,  occasionally,  convulsions.  The  delirium  so  often 
present  is  of  the  usual  toxic  type,  similar  to  that  of  other  severe 
illnesses ;  but  the  patient’s  mental  depression  often  is  largely  the 
result  of  his  realization  that  he  had  a  serious  illness.  It  is  im¬ 
portant  that  pellagra,  the  result  of  faulty  dieting,  may  develop  as 
a  complication  of  both  involutional  melancholia  and  of  schizo¬ 
phrenia.  Later,  after  the  case  has  become  well  developed,  in  about 
one-third  of  the  cases  appear  confusion,  hallucinations,  delirium, 
and,  later,  dementia. 

The  importance  of  pellagra  as  a  cause  of  mental  disease  is 
shown  by  the  fact  that  from  four  to  ten  percent  of  all  pellagrins 
show  mental  symptoms,  and  that  in  some  localities  pellagra  ex¬ 
plains  no  small  part  of  the  population  of  the  mental  hospitals. 

The  treatment  of  this  disease  is  chiefly  dietetic.  The  foods 
should  include  an  abundance  of  fresh  milk,  eggs,  fresh  lean  meats, 
peas,  and  beans.  If  the  condition  is  acute  or  the  patient  is  weak, 
rest  in  bed  is  indicated.  The  only  drugs  of  value,  and  sometimes 
they  have  proven  very  beneficial,  are  arsenic  (Fowler’s  solution) 
and,  for  the  achylia  gastrica  usually  present,  hydrochloric  acid. 

BERIBERI 

Patients  with  beriberi,  before  the  signs  of  peripheral  neuritis 
appear,  often  complain  of  malaise,  palpitation  of  the  heart,  heavi- 
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ness  of  the  legs,  shortness  of  breath,  and  mild  gastro-intestinal  dis¬ 
turbances.  The  treatment  of  this  disease  is  a  diet  rich  in  unmilled 
rice  or  whole  wheat  flour,  milk,  eggs,  and  vegetables. 

SCURVY:  RICKETS 

The  first  symptoms  of  scurvy  may  be  easy  fatigability,  short¬ 
ness  of  breath,  and  severe  pains  in  the  joints  and  limbs  when 
touched.  The  best  “medicines”  for  this  disease  are  orange  and 
lemon  juice.  Infantile  rickets  often  begins  with  restlessness, 
irritability,  and  head  sweating.  Cod  liver  oil,  activated  ergosterol, 
and  ultraviolet  radiation  will  soon  relieve  these  symptoms. 

INTESTINAL  PARASITES 

That  the  parasympathetic  innervation  of  the  gastro-intestinal 
canal  is  overstimulated  by  the  presence  of  intestinal  parasites  is 
indicated  in  such  cases  by  increased  gastric  peristalsis  and  spastic 
states  of  the  colon,  which  sometimes  result  in  spastic  constipation. 
The  eosinophilia  which  usually  appears  also  may  be  due  to  para¬ 
sympathetic  stimulation ;  it  would  seem  never  to  be  associated  with 
sympatheticotonia . 

DRUGS 

ALCOHOLISM 

Ethyl  alcohol  is  the  drug  which  Occidental  peoples  employ  to 
relieve  the  stress  and  strain  of  their  tense  social  and  industrial 
life.  The  majority  of  our  private  patients  who  use  too  much 
alcohol  are  not  “nervous”  because  they  are  hard  drinkers,  but  are 
hard  drinkers  because  they  are  nervously  fatigued.  It  is,  however, 
a  dangerous  habit-forming  drug  which,  even  in  small  doses,  re¬ 
leases  those  inhibitions  on  which  fine  personality  development  de¬ 
pends,  and  brings  to  the  front  the  infantile  elements  of  personality, 
which  are  chiefly  individualistic  and  antisocial. 

Dipsomania,  or  the  history  of  periodic  sprees  separated  by 
periods  of  total  abstinence,  suggests  that  the  patient  is  either 
psychasthenic,  a  latent  epileptic,  or,  more  often,  a  case  of  the 
manic-depressive  psychosis.5 

“Alcoholic  psychosis,”  “alcoholic  hallucination,”  “alcoholic 
pseudoparesis,”  “pseudoparanoia,”  “alcoholic  epilepsy,”  etc.,  are 
terms  which  should  be  used  with  caution,  since  too  often  they  are 
applied  to  true  psychoses,  as  general  paresis,  the  manic-depres- 
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sive  psychosis,  schizophrenia,  one  of  the  various  anxiety  states,  or 
congenital  feeblemindedness;  for  patients  with  these  fall  easy 
victims  to  the  alcohol  appetite.  There  are,  however,  three  recog¬ 
nizable  alcoholic  psychoses:  delirium  tremens,  Korsakow’s  psy¬ 
chosis,  and  chronic  alcoholism. 

Delirium  Tremens. — The  danger  of  delirium  tremens  is  immi¬ 
nent  if  a  patient  becomes  restless,  starts  at  the  least  sound,  refuses 
to  eat,  sweats  profusely,  is  fearful  while  awake,  sleeps  little,  and 
what  sleep  he  does  get  is  disturbed  repeatedly  by  terrifying  night¬ 
mares — for  such  are  its  prodromal  symptoms.  When  these  ap¬ 
pear,  intensive  efforts  should  at  once  be  begun  to  make  the  patient 
eat  and  sleep  in  order  to  head  off  this  psychosis. 

When  well-established,  delirium  tremens  is  characterized  by  hal¬ 
lucinations  and  illusions  which  are  very  suggestive  in  their  char¬ 
acter.  Of  hallucinations,  the  visual  are  the  most  common.  These 
are  practically  always  of  black  objects,  often  of  snakes  and  rats, 
which  are  always  in  motion.  Of  illusions  based  on  paresthesias, 
the  so-called  haptic  hallucination  of  insects  crawling  on  the  skin  is 
often  mentioned.  The  patient’s  delusions,  which  as  a  rule  in¬ 
volve  his  occupation,  usually  are  terrifying.  In  response  to  his 
hallucinations  the  patient  may  attempt  to  flee,  to  attack,  and  even 
try  to  kill  his  supposed  persecutors.  At  the  height  of  his  delirium, 
such  a  patient  is  more  or  less  completely  disoriented.  His  talk  is 
incoherent,  his  distractibility  great,  his  retention  of  immediate  im¬ 
pressions  is  almost  negligible,  and  his  attention  can  be  only  mo¬ 
mentarily  obtained.  He  is  very  suggestible;  can  easily  be  made 
to  confabulate.  While  the  affective  state  of  the  great  majority  of 
these  patients  is  one  of  intense  fear,  yet  a  few  are  indifferent  to, 
or  are  even  amused  by,  their  hallucinations.  Some  are  even 
euphoric. 

Physically,  these  patients  have  a  generalized  coarse  tremor  of 
the  fingers,  facial  muscles  and  of  the  tongue  (page  206)  ;  they  per¬ 
spire  freely;  the  temperature  is  usually  slightly  elevated  and  the 
pulse  rate  rapid ;  the  tongue  is  coated ;  the  breath  foul ;  sordes  cover 
the  lips.  The  pupils  are  often  widely  dilated  and  react  sluggishly. 
The  tendon  reflexes  may  be  diminished  or  absent.  Epileptiform 
convulsions  are  not  uncommon.  A  leukocytosis  is  usually  present, 
and  also,  in  about  fifty  percent  of  the  cases,  a  mild  transitory 
albuminuria. 

Delirium  tremens  seldom  develops  in  patients  under  thirty  years 
of  age.  It  usually  follows  a  long  debauch,  but  in  chronic  alcoholics 
it  may  be  precipitated  by  a  physical  injury  or  by  an  infectious 
disease.  The  delirium  usually  lasts  from  three  to  six  days ;  longer. 
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if  auditory  hallucinations  are  present.  Improvement  commences 
when  the  patient  begins  to  eat  and  to  sleep.  Uncomplicated  cases 
have  a  mortality  of  three  or  four  percent,  but  this  is  much  higher 
if  cardiac  disease,  pneumonia,  or  other  infections  also  are  present. 

The  aim  in  the  treatment  of  delirium  tremens  is  to  force  food, 
to  quiet  the  excitement,  to  procure  sleep,  and  to  promote  free 
elimination.  To  accomplish  this,  specially  trained  nurses  are  neces¬ 
sary.  Liquid  nourishment  in  small  amounts  and  at  frequent  inter¬ 
vals  should  be  given  until  all  vomiting  stops.  If  necessary,  the 
stomach  should  first  be  washed  out.  If  there  is  danger  of  col¬ 
lapse,  small  quantities  of  alcohol  are  allowed,  together  with  digi¬ 
talis,  or  strychnine  administered  hypodermically.  To  produce 
sleep,  the  patient  should  be  kept  warm  by  means  of  blankets  and 
frequent  warm  baths.  Veronal  and  related  drugs  in  moderate  doses 
and  repeated  frequently  are  recommended ;  also,  bromides,  chloral, 
and  hyoscine  in  a  single  dose  of  i/ioo  gr.  to  1/50  gr.  Paralde¬ 
hyde,  however,  since  it  may  increase  the  excitement,  is  not  used. 
For  elimination,  calomel,  salines,  and  jalap  are  the  best  purges.  As 
much  fluid  as  possible  should  be  given  and  in  any  form,  as  barley 
water.  Some  recommend  spinal  drainage  and  alkalis  by  mouth  to 
combat  the  nervous  symptoms. 

Chronic  Alcoholism. — Chronic  alcoholism  produces  in  the 
habitual  drinker,  and  especially  if  he  was  originally  of  a  psycho¬ 
pathic  disposition  (manic-depressive,  for  example),  an  insidious 
and  gradual  moral  and  intellectual  deterioration.  Tremors,  par¬ 
esthesias,  and  impotence  result  from  the  poisoning  of  the  nervous 
system  by  this  drug.  His  emotions  are  weak  and  changeable. 
He  is  very  untruthful,  undependable,  quarrelsome,  forgetful. 
Among  his  companions  he  is  a  jolly,  sociable  fellow;  but  to  his 
wife  and  children  he  is  negligent,  thoughtless,  and  often  jealous 
and  cruel.  Depression  leading  even  to  suicide  is  not  uncommon. 
Often  he  is  very  paranoid,  believing  himself  badly  treated  by  all. 
Since  his  inhibitions  are  largely  gone,  his  instinctive  trends  are 
liberated  and  sexual  perversions  appear.  His  orientation  for  a 
long  time  remains  good,  but  all  insight  into  his  condition  is  lost. 
The  final  stage  is  alcoholic  dementia,  in  the  production  of  which 
general  arteriosclerosis  assists. 

Treatment. — If  alcoholism  is  a  symptom  of  some  general  dis¬ 
ease,  mental  or  physical,  such  as  general  paralysis  or  a  recurrent 
manic-depressive  psychosis,  the  latter  should  receive  particular  at¬ 
tention.  Since  the  course  in  chronic  alcoholism  tends  to  be  slowly 
but  progressively  downhill,  such  a  patient  can  be  well  treated  only 
in  a  hospital.  His  good  will  and  cooperation  must  be  gained,  his 
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case  explained  to  him  with  tact  and  patience,  he  should  be  encour¬ 
aged  to  cultivate  his  hobbies  and  social  activities  as  a  substitute 
for  his  alcoholism. 

There  is  no  satisfactory  medicinal  therapy  for  chronic  alcohol¬ 
ism.  The  craving  for  alcohol  is  not  for  the  liquor  itself,  but  for 
the  release  from  inner  compulsions  which  it  provides.  The  mere 
withdrawing  of  alcohol  does  not  remove  its  effects  nor  destroy 
the  patient’s  desire  for  it,  but  it  does  give  opportunity  for  his 
rehabilitation.  The  so-called  cures  of  chronic  alcoholism,  as  the 
Towns-Lambert 9  treatment  for  morphine  addiction  (page  201) 
(free  purgation  by  blue  pill  and  jalap,  and  belladonna  by  mouth 
pushed  to  the  point  of  intoxication),  are  merely  good  general 
treatment. 

When  his  improvement  justifies  the  patient’s  return  to  his  home 
and,  later,  to  his  work,  he  should  keep  in  frequent  touch  with  his 
physician. 

Korsakow’s  psychosis  is  characterized  by  a  lack  of  memory  for 
recent  events,  a  compensatory  and  usually  very  plausible  con¬ 
fabulation,  and  disorientation  for  time,  place,  and  person.  Both 
visual  and  auditory  hallucinations  often  are  present.  Insight  is 
completely  lacking.  These  patients  may  be  affable  at  one  time 
(even  euphoric),  and,  at  another,  querulous  and  irritable;  yet 
their  conversation  is  clear  and  intelligent.  In  alcoholic  cases  this 
syndrome  is  often,  but  not  always,  associated  with  a  peripheral 
polyneuritis.  Although  usually  due  to  alcohol,  yet  similar  syn¬ 
dromes  may  result  from  the  toxemias  of  pregnancy  and  of  cer¬ 
tain  infectious  diseases  during  their  toxic  exhaustive  stages,  as 
tuberculosis,  typhoid  fever,  malaria,  gonorrheal  arthritis,  etc.6 

The  physical  signs  of  this  syndrome  in  alcoholic  cases  are 
those  of  a  peripheral  polyneuritis  and  often  ocular  palsies  and 
nystagmus.  There  is  marked  tremor  of  the  outstretched  fingers. 

Korsakow’s  syndrome  runs  a  prolonged  course.  In  the  great 
majority  of  cases  the  neuritis  begins  to  improve  during  the  first 
six  weeks,  and  memory  after  six  months,  but  a  slight  residual, 
permanent,  mental  impairment  is  the  rule. 

A  patient  with  Korsakow’s  syndrome  often  requires  treatment 
in  a  closed  institution.  He  should  at  first  be  kept  in  bed  and  the 
polyneuritis  treated  by  strychnine  (1/60  gr.  twice  a  day)  hypo¬ 
dermically,  massage,  and  passive  movements,  but  only  after  its 
acute  symptoms  have  subsided.  The  psychic  symptoms  are  from 
the  first  treated  much  the  same  as  is  delirium  tremens. 
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INDIAN  HEMP 

Westerners  use  alcohol  intemperately  to  obtain  temporary  escape 
from  the  tension  of  their  strenuous  life ;  the  Indians,  especially 
those  of  North  East  India,  whose  life  is  very  hard,  monotonous 
and  unstimulating,  seem  to  use  hashish  7  because,  thanks  to  it,  they 
may  for  a  time  enjoy  just  such  tension.  The  intoxication  caused 
by  moderate  doses  of  this  drug  varies  from  moderate  excitement 
to  coma.  Its  addicts  try  to  take  just  enough  to  produce,  first,  a 
phase  of  increased  psychomotor  activity,  then  a  dreamy  state  with 
a  rapid  flow  of  ideas,  often  of  a  sexual  nature,  which  soon  ends 
in  a  deep  sleep.  Larger  doses  produce  excitement,  delusions,  hal¬ 
lucinations,  a  high  state  of  fantasy,  increased  psychomotor  activity 
with  a  tendency  to  willful  damage  and  violence,  followed  by  deep 
sleep  and  forgetfulness  of  all  but  the  initial  symptoms. 

Indian  hemp  insanity  explains  in  India  the  majority  of  cases 
of  acute  and  chronic  mania,  the  former  characterized  by  complete 
amnesia  of  all  events  and  a  dare-devil  demeanor.  There,  over 
one-third  of  all  cases  of  homicidal  insanity  are  the  results  of  this 
drug. 


OPIUM  AND  MORPHINE  ADDICTION  8 

The  opium  or  morphine  addict’s  whole  life  revolves  around  the 
doses  of  his  drug.  He  is  euphoric  immediately  after  the  last,  and 
irritable  and  restless  before  the  next,  dose.  The  presence  of  this 
habit  usually  is  evidence  that  originally  the  patient  was  a  psycho¬ 
path,  but  even  when  he  was  not,  its  use  inevitably  leads  to  early 
and  gradual  deterioration  of  personality.  His  mental  efficiency 
steadily  diminishes,  his  memory,  attention,  and  grasp  of  current 
events  all  are  lessened,  his  ethical  deterioration  is  progressive,  and 
he  becomes  untrustworthy,  untruthful,  suspicious  and  furtive  in 
his  manner.  His  suspiciousness  may  lead  to  ideas  of  persecution. 

The  sudden  withdrawal  of  the  drug  may  result  in  a  true  psy¬ 
chosis,  either  a  quiet,  dreamy  delirium  with  disorientation,  or  a 
restless  delirium  with  horrible  hallucinations.  If,  instead  of  these, 
an  excited  delirium  or  hallucinations  with  fear  develop,  the  patient 
probably  had  been  taking  some  other  drug  also,  as  alcohol  or 
cocaine. 

No  physical  symptoms  betray,  in  the  great  majority  of  cases, 
the  condition.  One  may  find  no  marks  of  the  many  hypodermic 
injections,  if  they  have  been  carefully  given.  Tremors,  slight  in¬ 
coordination  which  may  affect  the  muscles  of  speech  and  of  the 
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eyes,  diminished  sensibility,  impotence,  and  paresthesias  are  the 
principal  nervous  symptoms.  Only  the  very  marked  cases  show 
feebleness,  emaciation,  a  sallow,  dry  skin  and  hair,  small  pupils, 
anorexia  and  constipation  alternating  with  diarrhea. 

The  prognosis  of  morphia  addiction  is  bad.  The  patient  sel¬ 
dom  stops  his  habit  voluntarily,  and,  after  an  apparently  success¬ 
ful  treatment,  usually  relapses. 

Treatment. — The  morphia  addict  can  be  treated  satisfactorily 
only  in  a  suitable  hospital.  There  is  no  substitute  for  morphine, 
no  specific  cure  for  this  drug  addiction,  nor  any  drugs  which  will 
relieve  the  withdrawal  symptoms.  The  Towns-Lambert  treat¬ 
ment  9  is  the  best. 

Since  few  of  the  patients  know  how  much  morphine  they  actually 
have  been  taking,  one  starts  the  treatment  of  a  well-marked  case 
by  allowing  a  total  dosage  of  three  grains  a  day,  and  plans  seven 
to  fourteen  days  for  its  gradual  withdrawal.  If  too  suddenly 
withheld,  collapse  may  follow.  Mild  catharsis  at  the  beginning 
of  the  treatment,  alkalies,  a  diet  not  bulky  but  rich  in  sweets  and 
fruit  juices  is  advised.  Warm  baths  will  allay  the  patient’s  dis¬ 
comfort  and  help  to  produce  sleep.  Tonics  should  be  continued 
long  after  the  withdrawal  of  the  drug.  Psychotherapy,  in  the  sense 
of  a  discussion  of  the  factors  which  have  led  to  the  addiction,  with 
encouragement  and  general  guidance,  should  be  employed  for  as 
long  a  period  as  possible. 


COCAINISM 

A  single  dose  of  cocaine  produces  slight  dizziness  and  headache, 
followed  by  a  period  of  euphoria  with  intense  mental  activity,  dur¬ 
ing  which  the  patient  is  garrulous,  witty,  does  not  feel  hunger  or 
fatigue,  and  has  vivid  pleasant  illusions  and  hallucinations,  often 
of  diminutive  objects  (“Lilliputian”  hallucinations).  Later,  he 
quiets  down,  is  irritable,  morose,  suspicious,  and  often  shows  some 
incoordination. 

Of  all  drugs,  cocaine  addiction  produces  the  most  rapid  disin¬ 
tegration  of  personality,  with  depravity,  sexual  crimes,  and  crimes 
of  violence  the  result. 

The  physical  signs  and  symptoms  of  the  cocaine  habit  are: 
dilated  pupils,  dryness  of  the  mucous  membranes  (leading  to  ex¬ 
cessive  drinking),  anorexia,  insomnia,  palpitation  of  the  heart, 
emaciation  and  often  tremor  and  ataxia.  Abstinence  produces  un¬ 
pleasant  paresthesias,  especially  creeping  sensations  under  the 
skin  (“cocaine  bug”),  gastric  disturbances,  depression,  and  fearful 
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hallucinations.  Some  addicts  develop  a  psychosis  which  in  many 
ways  resembles  Korsakow’s  syndrome,  but  with  less  disturbance 
of  orientation,  more  irritability,  and  with  flight  of  ideas  and  in¬ 
effective  preoccupation  with  small  tasks;  others,  a  picture  which 
resembles  general  paresis ;  others  have  dangerous  delusions  of  per¬ 
secution,  especially  of  jealousy,  with  hallucinations  which  seem  to 
justify  these. 

The  treatment  is  the  same  as  for  opium  addiction,  but  is  very 
unsatisfactory.  There  is,  however,  less  danger  of  collapse  after 
the  sudden  withdrawal  of  this  drug. 

BROMISM 

Bromide  intoxication,  frequently  seen  in  patients  taking  large 
doses  of  this  drug,  produces  mental  dullness,  defective  memory, 
and  sometimes  a  delirium,  not  at  all  specific,  which  is  best  described 
as  a  dull,  confused  hallucinatory  state.  The  patient,  as  a  rule, 
becomes  cachectic,  his  face  and  back  covered  with  an  acneform 
eruption,  his  breath  sweetish  and  fetid,  and  his  tongue  coated  with 
a  thick  brown  fur.  The  pupils  are  widely  dilated,  their  light  reflex 
either  greatly  diminished  or  absent ;  speech  is  thick  and  slurred ; 
there  is  well-marked  tremor  of  the  hands,  tongue,  and  face,  and 
ataxia  and  incoordination  of  the  muscles  generally.  The  tendon 
reflexes  are  usually  exaggerated.  The  bowels  often  are  constipated 
and  there  may  be  retention  of  urine.  The  picture  often  resembles 
that  of  general  paresis.  These  toxic  symptoms  rapidly  clear  up 
after  the  drug  is  stopped  and  free  elimination  through  the  kidneys, 
bowels,  and  skin  obtained. 

LEAD  POISONING 

Insomnia,  visual  hallucinations,  and  violent  excitement  with  early 
death  follow  the  inhalation  of  the  volatile  lead  compounds  (as 
tetraethyl  of  lead).  The  inhalation  of  lead  dust  may  lead  to  the 
development  of  a  lead  encephalopathy,  marked  by  an  excited,  con¬ 
fused  delirium.  Such  symptoms  are  sometimes  precipitated  by  the 
iodide  treatment  of  chronic  lead  poisoning,  presumably  because  of 
the  sudden  liberation  from  the  tissues  of  much  lead.  Alimentary 
disturbances  (“dry  colic,’)J  anemia,  and  peripheral  neuritis  usually 
follow  the  slower  forms  of  lead  poisoning. 
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CARBON  MONOXIDE 

Coal  gas  poisoning  promptly  produces  headache  and  vomiting 
and,  in  some  cases,  an  excited  state  which  lasts  for  about  twenty- 
four  hours.  In  severer  cases,  a  dreamy  mental  state  may  develop ; 
in  others,  delirium ;  in  still  others  a  coma  which  ends  fatally  within 
a  week.  Some  cases  seem  to  recover  completely  and  to  remain  well 
for  even  weeks,  after  which  time  severe  chronic  symptoms  appear ; 
among  them,  paralyses,  decerebrate  rigidity,  speech  disturbance, 
asterognosis,  tremor,  and  analgesia  (the  cerebral  “decortication”).10 

The  prognosis  of  cases  of  this  poisoning  after  recovery  from 
their  acute  stages  should  be  reserved.  Should  mental  symptoms 
later  appear,  it  is  very  poor. 

The  treatment  of  the  acute  stages  of  carbon  monoxide  poison¬ 
ing  is  fresh  air  or  oxygen,  blood-transfusion,  and  hypertonic  saline 
injections  to  reduce  the  cerebral  edema.  The  patient  in  its  later 
chronic  stages  should  receive  hospital  care,  including  occupational 
therapy. 
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DISTURBANCES  OF  THE  MUSCULAR  MOVEMENTS 

Disturbances  of  muscular  movements  are  such  common  features 
of  psychasthenic  states  that  for  purposes  of  differential  diagnosis 
a  discussion,  not  alone  of  those  functional,  but  of  those  due  to 
organic  diseases  also,  is  justified. 

TREMORS 

A  tremor  is  a  series  of  involuntary,  rhythmical,  alternating 
movements,  always  in  the  same  plane  and  fairly  constant  in  ampli¬ 
tude,  by  a  group  of  muscles  and  their  opponents.  Tremors  may  be 
rapid  or  slow ;  vibratory  or  coarse.  One  is  simple,  if  produced  by 
a  single  muscle  group  and  its  opponents ;  compound,  if  several 
groups  of  muscles  are  involved ;  static,  if  it  appears  only  when  the 
involved  limb  is  held  stationary;  intentional,  if  it  appears  only 
during  voluntary  movements ;  spastic,  if  of  muscles  whose  tonus 
is  pathologically  increased ;  fibrillary,  if  it  is  one  which  rapidly 
passes  as  a  wave  from  one  muscle  bundle  to  another  until  the  whole 
muscle  is  involved.  Some  tremors  appear  only  during  periods  of 
emotional  excitement ;  still  others  develop  in  paroxysms,  as  in 
hysteria.  Persistent  tremors,  excluding  the  hereditary  forms,  are, 
in  the  absence  of  organic  diseases,  rare.  One  sees  them  also  at  the 
onset  of  acute  infectious  diseases,  especially  meningitis. 

Fibrillary  tremors  are  seen  in  amyotrophic  lateral  sclerosis,  but 
also  in  some  delicate  and  nervous  individuals  with  various  nervous 
diseases  and  in  normal  persons  after  exposure  to  cold  and  following 
physical  strain. 

The  transitory  quivering  of  a  few  muscle  bundles  of  one  muscle 
is  called  myokymia  or  “live  flesh”  (page  211).  It  often  is  ac¬ 
companied  by  paresthesias  and  pains.  This  affects  most  com¬ 
monly  the  orbicularis  palpebrarum,  but  also  the  muscles  of  the 
trunk  and  limbs.  It  occurs  in  healthy  people  after  exposure  to 
cold ;  is  a  feature  of  weak,  anemic,  neurasthenic  states ;  of  diseases 
causing  general  debility,  as  phthisis ;  in  paralyzed  muscles  during 
the  state  of  recovery,  as  in  Bell’s  palsy,  in  which  it  continues  long 
after  the  muscles  have  recovered  their  power.  One  should  not  con- 
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fuse  myokymia  with  the  fibrillation  seen  in  progressive  muscular 
atrophy. 

Physiological  tremors  are  those  which  healthy  people  may 
temporarily  manifest  under  conditions  of  excitement,  during  chills, 
following  violent  physical  exertion  and  sexual  overstimulation,  and 
during  the  convalescence  from  severe  diseases. 

Toxic  conditions  and  the  acute  infectious  diseases  may  give  rise 
to  the  various  so-called  toxic  tremors.  The  most  common  of  these 
are  the  fine,  very  rapid  ones  of  those  who  use  to  excess  tobacco, 
coffee,  tea,  or  alcohol.  These  are  exaggerated  by  exercise  and  are 
lessened  by  taking  food.  Opium  and  morphine  addicts,  especially 
while  deprived  of  their  drug,  may  show  a  general  tremor  of  the 
entire  body.  Various  other  drugs,  as  colchicum  (which  may  pro¬ 
duce  a  tremor  similar  to  that  of  paralysis  agitans),  bismuth,  mer¬ 
cury,  copper,  arsenic,  manganese,  and  lead,  may  give  rise  to  tremor. 

The  alcoholic  tremor  is  more  intense  and  is  coarser  than  any 
of  those  observed  in  the  psychoneuroses.  It  involves  especially  the 
extended  fingers,  lips  and  tongue,  is  most  marked  in  the  morning 
before  breakfast,  and  diminishes  or  entirely  disappears  after  the 
administration  of  more  alcohol.  It  is  especially  marked  in  delirium 
tremens  and  persists  long  after  the  mental  symptoms  of  this  con¬ 
dition  have  disappeared. 

The  tremor  of  Basedow’s  disease,  one  of  its  cardinal  symp¬ 
toms,  although  sometimes  absent,  is  a  fine,  rapid  (from  eight  to 
ten  oscillations  per  second),  regular,  vibratory  tremor,  most  evi¬ 
dent  when  the  fingers  are  hyper  extended.  It  may  involve  also  the 
head,  shoulders,  trunk  and  feet.  Rarely,  it  is  limited  to  the  trunk. 
It  is  aggravated  by  cold  and  by  physical  and  mental  excitement, 
and  is  diminished  during  rest.  Tremulous  respiration,  due  to  the 
tremor  of  the  muscles  of  respiration  and  synchronous  with  that  of 
the  outstretched  hands,  is  said  to  be  one  of  the  most  constant  signs 
of  Basedow’s  disease.  To  thyroid  dysfunction  is  attributed  also  the 
fine  general  tremor  often  seen  in  women  during  the  menopause. 
In  that  form  of  hyperthyroidism  due  to  emotional  trauma,  the 
tremor  usually  is  coarser  than  in  true  Basedow’s  disease,  and  often 
disappears  while  the  patient  is  composed. 

Tremor  is  a  common,  early,  and  quite  conspicuous  symptom  of 
general  paresis.  That  of  the  lips  and  tongue,  the  organs  most 
often  involved,  is  best  demonstrated  by  asking  the  patient  to  speak, 
to  show  his  teeth,  or  to  protrude  his  tongue.  That  of  the  tongue  is  a 
very  characteristic  fine  rapid  tremor  which  passes  over  it  in  waves. 
That  of  the  fingers  usually  is  fine  and  irregular,  is  sometimes  rapid, 
sometimes  slow,  and  accompanies  movement,  yet  may  persist  dur- 
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ing  rest.  It  is  intensified  by  physical  or  mental  excitement.  It 
may  be  confined  to  one  side  of,  or  may  involve  the  entire,  body. 
Paretic  patients  may,  in  addition,  manifest  also  choreiform  and 
myoclonic  movements. 

Tremors  are  common  symptoms  of  the  acute  infectious  dis¬ 
eases.  That  of  poliomyelitis  may  precede  the  paralysis ;  that  of 
typhoid  fever  has  been  mentioned  on  page  188;  that  of  malaria 
may  persist  between  the  chills,  in  which  case  its  increase  may  sug¬ 
gest  an  impending  paroxysm  and  be  so  intense  that  it  interferes 
with  work. 

The  tremor  of  Parkinson’s  disease  (idiopathic  paralysis  agi- 
tans)  consists  of  a  coarse  pill-rolling  movement  of  the  thumb  and 
fingers,  combined  with  pronation  and  supination,  flexion  and  ex¬ 
tension,  of  the  forearms.  It  practically  ceases  during  voluntary 
movements. 

During  the  last  decade  the  term  Parkinsonism  has  come  into 
use  to  describe  certain  conditions  which  resemble  paralysis  agitans. 
In  some  cases  of  cerebral  arteriosclerosis,  for  illustration,  the 
tremor  may  closely  resemble  that  of  classical  paralysis  agitans, 
except  that  the  definite  pill-rolling  movement  seldom  is  present. 
Patients  with  lethargic  encephalitis 1  often  exhibit  tremors 
(page  193),  twitchings,  or  both.  The  tremors  may  be  fine  or 
coarse,  regular  or  irregular,  rapid  or  slow,  volitional  or  continu¬ 
ously  present,  even  during  sleep.  A  tremor  may  be  a  prodromal 
symptom  of  this  disease  or  may  appear  later ;  but,  once  begun,  it 
usually  continues  throughout  the  entire  course  of  the  disease  and 
even  for  months  after  all  symptoms  have  disappeared,  and  is  of 
great  importance  in  the  diagnosis  of  doubtful  cases.  Some  of  the 
tremors  of  encephalitis  are  associated  with  generalized  or  localized 
choreiform  movements,  which  latter,  also,  may  occur  alone,  and 
which  sometimes  are  so  violent  and  jerky  (in  which  case  they  may 
suggest  Huntington’s  chorea)  that  the  tremor  is  overlooked. 

In  organic  brain  diseases  tremors  have  great  diagnostic  value. 
A  unilateral  tremor,  similar  to  that  seen  in  paralysis  agitans,  sug¬ 
gests  that  the  lesion  involves  the  lenticular  nucleus  (page  166)  ; 
those  resembling  multiple  sclerosis,  and  frequently  associated  with 
ataxia,  occur  in  midbrain  lesions;  a  fine  tremor  of  one  arm  ex¬ 
tended  horizontally  forward  suggests  a  lesion  of  the  frontal  lobe 
on  the  same  side ;  coarse  tremors  associated  with  ataxia,  dysmetria, 
asynergia,  adiadokokinesis,  and  atonia  suggest  cerebellar  disease. 
The  chronic  progressive  cerebellar  tremor  (present  in  the  absence 
of  all  other  symptoms  of  cerebellar  disease)  is  generalized,  voli¬ 
tional,  begins  locally,  and  gradually  spreads  over  the  body.  Except 
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that  it  ceases  while  the  patient  is  at  rest,  this  tremor,  when  extreme, 
resembles  that  of  Huntington’s  chorea. 

The  tremor  of  insular  sclerosis  is  the  most  characteristic  of  the 
intentional  tremors.  It  is  quite  absent  when  the  patient  is  at  rest, 
and,  when  extreme,  makes  voluntary  movements  (as  drinking  a 
glass  of  water)  quite  impossible. 

Habitual  Tremors. — A  tremor  without  known  cause  and  which 
lasts  for  years  is  called  an  habitual  tremor.  This  involves  most 
commonly  the  head  and  hands,  less  often  the  face  and  tongue.  It 
may  be  regular  or  irregular  in  rhythm ;  is  usually  of  slight  ampli¬ 
tude  ;  it  disappears  during  rest,  and  is  intensified  during  voluntary 
action  and  by  mental  excitement.  Some  persons  can,  by  exercise  of 
the  will,  inhibit  it  temporarily.  It  is  especially  marked  in  young 
neuropathic  individuals  following  some  great  physical  hardship  or 
psychic  shock. 

The  treatment  of  the  habitual  tremor  is  to  build  up  the  general 
health  of  the  patient  by  general  measures,  as  hydrotherapy  and  the 
various  other  means  mentioned  on  page  301,  combined  with  the  ad¬ 
ministration  of  various  tonics,  as  arsenic,  iron,  belladonna,  etc., 
and,  if  necessary,  of  bromides. 

Familial  Tremor  (Essential  Tremor). — The  familial  tremor 
is  seen  in  certain  individuals  with  a  neuropathic  or  psychopathic 
ancestry,  and  often  in  several  members  of  the  succeeding  genera¬ 
tion.  It  may  be  present  at  birth,  or  it  appears  at  any  age  later,  but 
does  so  earlier  in  each  succeeding  generation.  It  continues 
throughout  life,  but  with  periods  of  remission.  It  is  fine  and 
rapid  in  character,  involving  the  hands,  legs,  face,  tongue,  head, 
even  the  entire  body,  and  in  that  order  of  frequency.  It  is  dimin¬ 
ished  during  rest,  is  intensified  on  voluntary  movements,  and  may 
temporarily  be  suppressed  by  the  will.  Patients  with  this  tremor 
may  show  also  typical  choreiform,  tic,  and  nystagmus  movements. 
Treatment  seems  to  be  without  avail. 

Senile  Tremor. — Elderly  persons,  many  of  them  free  from 
marked  arteriosclerosis  and  other  organic  lesions,  often  present  a 
fine  rapid  tremor  of  the  head  and  hands,  which  is  increased  by  vol¬ 
untary  movement,  is  diminished  during  rest,  and  ceases  during 
sleep.  It  differs  from  that  of  paralysis  agitans  (page  207),  since 
the  muscles  involved  are  neither  rigid  nor  weak.  Because  of  its 
chronicity,  it  differs  also  from  the  tremor  which  follows  prolonged 
and  debilitating  diseases. 

Functional  tremors,  very  common  features  of  the  war  psycho¬ 
neuroses,  are  usually  coarse,  irregular  in  rhythm,  and  involve  a 
part  of,  or  the  entire,  body;  others  are  fine,  resembling  that  of 
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Basedow’s  disease ;  some  are  not  unlike  that  of  paralysis  agitans ; 
others,  intentional  in  type,  are  similar  to  those  of  multiple  sclerosis. 
All  such  tremors  are  aggravated  by  the  slightest  excitement,  are 
continuous  during  the  waking  hours,  and  cease  entirely  during 
sleep.  A  test  which  differentiates  them  from  the  similar  tremor  of 
malingerers  is  to  observe  them  while  the  patient  is  counting  out 
loud,  at  first  slowly,  then  more  and  more  rapidly.  If  while  he  does 
this  the  rhythm  of  the  tremor  remains  unchanged  it  may  be  con¬ 
sidered  functional  and  not  voluntary. 

Neurasthenic  patients  may,  following  physical  exertion,  ex¬ 
posure  to  cold,  and  during  periods  of  mental  excitement,  show  a 
general,  rapid,  fine,  vibratory  tremor,  very  similar  to  the  one  which 
in  healthy  individuals  follows  excessive  smoking,  drinking,  etc. 
Instead  of  a  general  tremor,  some  neurasthenics  have  a  local  fibril¬ 
lary  one  which  may  affect  only  the  orbicularis  oris,  the  interossei, 
or  the  quadriceps  femoris.  This  tremor  when  marked  resembles 
myokymia. 

The  hysterical  tremors  of  adults  may  be  of  any  type,  but 
always  are  more  or  less  polymorphous ;  those  of  children  are  fairly 
single  in  character.  The  most  common,  and  also  the  most  char¬ 
acteristic,  tremor  of  this  condition  is  of  large  amplitude,  has  a  speed 
of  from  five  to  seven  oscillations  per  second,  is  inconstant,  and  is 
polymorphous.  It  may  be  paroxysmal  or  continuous.  It  may 
affect  any  or  all  of  the  extremities  or  the  entire  body.  If  continu¬ 
ous,  like  the  tremor  of  disseminated  sclerosis,  it  is  intensified  by 
voluntary  movement  and  by  mental  excitement ;  if  not  continuous, 
unlike  that  tremor,  it  lasts  longer  than  the  movements  which  induce 
it.  It  may  be  very  slight,  or  so  marked  as  to  develop  into  clonic 
spasm.  It  may  so  involve  the  legs  that  locomotion  is  impossible ; 
or  it  may  be  most  severe  while  the  patient  lies  flat  on  his  back. 
Suggestion  and  hypnotism  diminish  or  stop  it.  Some  of  the  inten¬ 
tional  hysterical  tremors,  especially  those  following  trauma,  and, 
therefore,  often  the  subjects  of  litigation,  resemble  strikingly  that 
of  insular  sclerosis  (which,  indeed,  the  case  later  may  prove  to  be). 

OTHER  INVOLUNTARY  MOVEMENTS 

Among  the  purposeless,  ill-timed,  gross  movements  which  pa¬ 
tients  make,  are  spasms,  choreiform,  athetoid  and  myoclonic  move¬ 
ments,  and  stereotyped  acts. 
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SPASMS 

A  spasm  is  an  involuntary  contraction  of  all  the  muscles  inner¬ 
vated  by  a  single  nerve.  It  may  be  either  tonic  or  clonic;  it  is 
accompanied  by  fascicular  quivering;  is  usually  accompanied  by 
pain;  it  interferes  with  function;  no  one  would  mistake  it  for  a 
voluntary  contraction,  nor  could  one  purposely  imitate  it. 

The  muscles  innervated  by  the  facial  nerves  are,  because  of  the 
many  highly  complex  reflexes  involved  in  emotional  expression,  the 
seat  of  many  spasmodic  affections  (tic  convulsive).  More  or  less 
persistent  facial  spasms  may  be  evidence  of  functional  neuroses, 
but  the  most  of  them  are  due  to  a  variety  of  intracranial  lesions 
which,  directly  or  indirectly,  irritate  the  facial  nerve  or  its  root. 
Tic  douloureux  is  a  type  of  facial  spasm  (it  is  not  a  tic)  associ¬ 
ated  with  intense  paroxysmal  pain,  usually  the  result  of  changes 
in  the  corresponding  fifth  cranial  nerve  (page  87). 

Reflex  muscular  spasms  are  those  which  result  from  efferent 
impulses  evoked  by  abnormal  centripetal  stimuli  from  local  sources, 
as  the  eye,  ears,  nose,  etc.  After  the  cause  has  been  removed, 
however,  the  spasm  may  persist  as  a  fixed  habit.  Reflex  spasms 
usually  are  unilateral,  are  not  influenced  by  suggestion,  and,  if 
functional,  do  not  continue  during  sleep.  This  last  point,  however, 
is  not  decisive  in  diagnosis,  since  many  spasms  due  to  organic 
lesions  also  are  absent  during  sleep;  yet  their  persistence  at  that 
time  is  positive  evidence  that  they  are  based  on  some  definite  path¬ 
ology. 

A  habit  spasm  is  a  functional,  persistently  repeated,  involun¬ 
tary,  clonic  motion.  When  marked,  it  is  called  a  “tic.” 

TICS 

Tics  are  habitual,  quick,  involuntary,  more  or  less  complex  co¬ 
ordinated  habit  spasms,  usually  of  a  purposive  type  and  psycho¬ 
genic  in  origin.  Many  of  them  at  first  were  present  only  while 
the  patient  was  emotionally  aroused,  but  later  became  habitual. 
Tics  always  are  replicas  of  perfectly  natural  (though  often  un¬ 
usual)  voluntary  movements.  The  patient  can  always  repeat  them 
and  another  person  can  nearly  always  imitate  them.  They  do  not 
interfere  with  the  patient’s  ordinary  activities.  (Choreiform  move¬ 
ments  do.)  Many  of  the  tics  are  harmless ;  some,  as  in  Tourette’s 
disease  (page  21 1),  are  features  of  serious  neuroses. 

Of  tics,  the  facial  are  the  most  common,  especially  blepharo¬ 
spasm,  a  frequently  repeated,  sudden  blinking  of  the  eyes,  due  at 
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first  to  ocular  irritation  but  which  later  persists  as  a  habit.  Other 
facial  tics  take  the  form  of  a  frown,  a  sidewise  twitch  of  the 
mouth,  the  sudden  elevation  of  the  eyebrows,  a  quick  movement  of 
the  lower  lip,  etc.  The  term  tic  convulsive  is  often  used  of  this 
group  and  is  applied  also  to  certain  hysterical  twitchings  of  the 
face  (page  209).  It  should,  however,  be  used  only  of  facial 
spasms  associated  with  nerve  lesions.  Other  true  tics  are  func¬ 
tional  spasms  of  the  platysma ;  of  the  muscles  of  the  neck,  resulting 
in  a  jerking  of  the  head  to  one  side  and  a  shrugging  of  one  or  both 
shoulders  (this,  however,  is  usually  hysterical  in  character)  ;  and 
certain  movements  of  an  arm  or  a  leg. 

Etiology. — Any  source  of  local  irritation  (e.g.,  carious  teeth, 
adenoids,  phimosis,  intestinal  parasites,  etc.)  may  temporarily 
cause  reflex  spasms  which  later  persist  as  tics.  One  child  may 
develop  a  tic  by  imitating  the  tic  movement  of  another.  The  major¬ 
ity  of  simple  tics,  however,  belong  to  the  obsessions,  since  they 
seem  to  satisfy  a  distinct  psychic  want  (i.e.,  the  muscle  spasm  pro¬ 
duces  a  sense  of  relief  and  any  effort  to  inhibit  it  arouses  psychic 
distress).  They  are  seen  most  often  in  those  who  as  children  were 
poorly  nourished  and  poorly  trained.  In  some  adults  the  sexual 
factor,  it  is  claimed,  is  important ;  also  excessive  worry,  emotional 
excitement,  or  any  mental  overstrain.  Some  tics  suggest  move¬ 
ments  incident  to  the  patient’s  vocation. 

Diagnosis. — For  tic  movements,  the  term  “habit  chorea”  is  not 
acceptable,  since  all  tics  are  not  the  result  of  the  repetition  of  a 
volitional  act;  the  term  “chorea”  is  objectionable,  since  the  tic 
movements  are  purposive  in  character,  constant  in  form,  and 
strictly  localized  to  a  single  muscle  or  group  of  muscles. 

Local  hysterical  spasms  differ  from  true  tics  in  that  the  former 
are  less  constant  in  their  localization,  vary  greatly  in  degree,  dis¬ 
appear  during  sleep  (although  this  does  not  necessarily  prove  them 
to  be  hysterical),  and  develop  in  association  with  other  hysterical 
reactions. 

One  must  exclude,  also,  the  rapid  succession  of  quick  contrac¬ 
tions  of  the  individual  fibrillae  of  the  orbicularis  palpebrarum 
muscle,  seen  in  cases  of  eyestrain  or  following  the  overuse  of  tea 
or  coffee.  These  produce,  at  the  most,  only  a  slight  quivering  of 
the  lids  and  never  distinct  blinking  movements. 

Impulsive  Tic. — Simple  tics  should  be  differentiated  from  the 
impulsive  tic  (Gilles’  de  la  Tourette’s  disease,  which  he  called  the 
“tic  malady”),  a  usually  fatal  affection  associated  with  mental 
abnormalities  which  arises  on  a  basis  of  degeneracy,  and  which 
begins,  as  a  rule,  in  very  early  life,  although  it  sometimes  develops 
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in  young  adults.  The  tic  movements  of  this  disease  may  affect  any 
or  all  the  voluntary  muscles  of  the  body,  are  lightning-like  in 
character,  and  are  accompanied  by  marked  fibrillary  contractions. 
The  presence  of  a  mental  disturbance  in  these  patients  is  shown 
by  the  echopathies  (echolalia  and  echopraxia)  and  by  the  explosive 
utterance  of  obscene  words  which  accompany  the  tic  movements. 

Prognosis. — The  tics  of  adults  and  of  children  (except  the  in¬ 
curable  Tourette’s  disease)  respond  almost  invariably  to  treat¬ 
ment  (page  327). 

Treatment. — In  the  treatment  of  both  tics  and  habit  spasms,  any 
underlying  physical  cause  found  should  be  removed.  If  the  habit 
spasm  involves  the  muscles  about  the  eyes,  any  error  of  refraction 
or  defect  of  eye  muscle  balance  should  be  corrected ;  if  it  involves 
other  muscles  of  the  face,  the  nose,  ears,  and  teeth  should  be  ex¬ 
amined  for  local  troubles,  and  irritation  along  the  genito-urinary 
tract,  as  phimosis,  should  be  relieved. 

Although  early  punishment  may  stop  a  child  from  imitating  the 
movements  of  another,  and  therefore  forestall  the  development  of  a 
tic  in  himself,  yet  after  the  habit  is  once  formed  discipline  does 
harm.  All  cases  respond  best  to  the  treatment  for  psychasthenia 
(page  335).  The  child  should  be  placed  on  a  regular  routine, 
which  includes  considerable  rest  in  bed ;  a  simple,  nourishing  diet 
should  be  given;  cold  sponges  or  needle  baths  are  excellent  pro¬ 
vided  he  reacts  to  them  well ;  tonics,  codliver  oil,  and  nerve  seda¬ 
tives,  such  as  the  bromides,  are  indicated.  The  child  (or  adult) 
should  be  encouraged  to  inhibit  the  tic  movements  as  far  as  pos¬ 
sible,  and  with  this  in  view  should  daily,  and  for  prescribed  periods, 
watch  himself  in  a  mirror  while  he  tries  to  control  them. 

STEREOTYPED  ACTS 

Stereotyped  acts  (often,  but  wrongly,  called  “tics”)  lack  both 
the  impulsive  character  of,  and  the  intervals  of  rest  between,  tic 
movements.  Among  them  are  the  nocturnal  rolling  of  the  head, 
the  nodding  spasm,  and  the  “balance  tic”  of  Cruchet 2  (rotary 
movements  of  the  upper  part  of  the  body,  eighty  to  ninety  per 
minute,  during  sleep). 

Some  very  complicated  stereotyped  acts  also  are  called  “tics,”  as 
the  act  of  falling  on  the  knees  every  few  steps,  the  movements  of 
the  Jumpers  of  New  England,  the  impulse  to  strike  another,  to 
stand  on  the  head,  or  to  undress.  Such  acts  are  irresistible,  imita¬ 
tive,  and  are  performed  under  impulse.  The  course  of  these  affec¬ 
tions  is  chronic  and  their  prognosis  doubtful,  but  not  hopeless. 
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CENTRAL  CHOREA 

Central  chorea  is  one  type  of  unusual  clonic  or  tonic  movements 
due  to  lesions  in  the  midbrain  and  basal  ganglia,  which  follow 
encephalitis,  other  cerebral  infections,  and  brain  trauma. 

TORTICOLLIS 

Torticollis  is  a  tonic,  or  tonic-clonic,  spasm  of  the  neck  muscles, 
causing  the  so-called  “wryneck.”  In  some  cases  this  is  a  true 
tic ;  others  are  hysterical ;  a  few  are  central  in  origin,  due  to  lesions 
in  the  region  of  the  basal  ganglia.  The  torticollis  of  cervical  Pott’s 
disease  and  that  due  to  irritation  of  the  semicircular  canals  on  one 
side  (the  so-called  “labyrinthine”  type  of  torticollis)  are  to  be 
classed  as  reflex  spasms. 

The  treatment  for  torticollis  and  similar  local  spasms  depends 
entirely  on  their  etiology.  Spasms  of  central  origin  may  be  helped 
by  midbrain  sedatives  such  as  hyoscine  or  stramonium.  The  surg¬ 
ical  treatment  of  torticollis  usually  is  unsatisfactory. 

OCCUPATIONAL  NEUROSES 

Occupational  neuroses  (“professional  cramps”)  are  those  pains, 
muscular  weaknesses,  tremors  and  cramps  which  either  modify  or 
make  impossible  some  single,  finely  coordinated  movement  peculiar 
to  a  profession  or  sport.  No  matter  how  impossible  during  the 
cramp  the  performance  of  this  one  act  may  be,  no  other  move¬ 
ment  which  involves  the  same  muscles  is  in  any  way  disturbed. 
Among  the  occupational  neuroses  are:  writer’s,  pianist’s,  teleg¬ 
rapher’s  and  dancer’s  cramps ;  telephoner’s  laryngitis ;  typist’s 
cramp  (the  last  of  them  to  be  described);  violinist’s  wrist;  the 
tennis  elbow ;  the  baseball  pitcher’s  “glass  arm” ;  etc.  Some,  how¬ 
ever,  develop  in  persons  who  have  no  occupation  or  sport. 

Etiology. — The  age  at  the  onset  of  these  conditions  usually  is 
between  thirty  and  fifty  years.  More  women  develop  them  than 
do  men.  The  chief  factor  in  their  production  is  the  frequent  and 
continuous  use,  by  a  psychoneurotic  person,  of  certain  muscles  in 
the  production  of  some  one  exacting  movement.  Culpin,  who  has 
made  a  special  study  of  these  conditions,  found  that  patients  with 
cramp  are,  in  general,  less  efficient  than  the  average  of  their  calling ; 
that  many  of  them  have  poor  muscular  efficiency ;  that  they  exhibit 
other  psychoneurotic  symptoms  also,  which  sometimes  precede  the 
development  of  the  cramp ;  that  some  of  them  show  emotional  re- 
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actions  to  authority,  or  to  the  presence  of  observers  watching  them 
in  their  work.  He  believes  that  the  cramp  bears  the  same  relation 
to  the  psychoneurotic  condition  as  a  whole  as  do  its  other  manifes¬ 
tations,  as  tremors,  functional  paralysis,  etc. ;  and  that  while  occa¬ 
sionally  the  cramp  occurs  alone,  yet  usually  it  does  so  in  conjunc¬ 
tion  with  anxiety  and  obsessional  states.  He  considers  that  an 
occupational  cramp  always  rests  on  an  already  existing  minor  psy¬ 
chosis  ;  that  it  serves  to  rescue  the  patient  from  his  occupation ;  that 
it  is  greatly  intensified  by  pseudopathology  (i.e.,  the  opinion  of  the 
doctor  that  it  has  some  organic  cause)  and  by  problems  of  com¬ 
pensation. 

In  certain  occupations,  other  factors  also  than  the  psychogenic 
early  aid  in  the  production  of  the  cramp.  Among  these  are  a  pe¬ 
ripheral  neuritis  due  to  the  pressure  on  some  nerve  which  the  pro¬ 
fessional  act  (as  cigar  rolling)  in  question  requires;  some  faulty 
method  in  technique,  as  a  cramped  position  when  writing;  some 
injury  to  a  muscle,  tendon,  or  joint  (as  in  meat  carriers)  ;  some 
disease  which  reduces  the  patient’s  nervous  tone,  as  alcoholism, 
lead  poisoning,  diabetes,  or  tuberculosis.  An  occupational  cramp 
may  develop  during  the  first  stage  of  several  organic  nervous  dis¬ 
eases,  as  general  paresis,  tabes  dorsalis,  etc.  All  of  the  above 
factors,  however,  are  to  be  considered  as  subsidiary. 

Symptoms. — An  occupational  cramp  may  develop  suddenly,  as 
after  an  emotional  upset;  or  slowly,  any  anxiety  aroused  by  its 
appearance  increasing  the  trouble ;  irrespective  of  its  nature,  its 
development  proceeds  along  fairly  definite  lines.  First,  the  patient 
suffers  from  neuralgic  pains ;  second,  there  is  great  weakness  and 
stiffness  of  the  muscles  involved;  and  finally,  the  typical  cramp 
develops.  Other  psychoneurotic  symptoms  also  usually  are  pres¬ 
ent,  as  morbid  anxiety,  obsessions,  or  hysterical  conversion. 

Four  types  of  writer’s  cramps  have  been  described :  the  spasmodic,  tremu¬ 
lous,  neuralgic,  and  paretic  forms — although  in  nearly  all  cases,  and  espe¬ 
cially  in  the  spastic,  these  are  combined. 

Tremor,  an  almost  invariable  accompaniment  of  writer’s  cramp,  may  for 
forty  years  be  its  only  symptom  (the  tremulous  type).  In  other  cases, 
neuralgic  pains  of  the  arm  and  hand  may  be  the  only  signs  (the  neuralgic 
type).  The  paralytic  type,  rare  in  pure  form,  develops  as  a  rapidly  advanc¬ 
ing  muscle  weakness  without  spasms,  tremor,  or  pain.  Tonic  spasm  alone, 
or  in  combination  with  tremor,  is  present  in  about  40  percent  of  all  cases. 
Anesthesias,  paresthesias  and  hyperesthesias  (with  painful  nerve  trunks) 
appear  especially  in  the  neuralgic  type. 

Early  in  a  spastic  case  when  the  patient  writes  his  thumb  becomes  rigid, 
then  the  index  finger  so  unruly  that  a  very  firm  grasp  is  necessary  to  hold 
the  pen,  and,  as  a  result,  the  writing  becomes  more  and  more  irregular  until 
it  is  illegible.  Later,  clonic  contractions  develop,  usually  of  the  thumb  and 
index  finger,  and  the  pen  falls.  Nevertheless,  the  moment  the  pen  is  laid 
aside  the  cramp  stops.  In  most  of  the  fully  developed  cases  considerable 
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mental  excitement  accompanies  the  cramp.  In  some  cases  it  is  not  the  mus¬ 
cles  of  the  hand  but  those  of  the  shoulder  and  upper  arm  which  are  involved. 

An  occupational  cramp,  however,  need  not  accompany  the  specific 
act,  as  in  the  case  of  sewing  girls  whose  painful  cramps  awaken 
them  at  night. 

Telegraphers  may  be  disturbed  by  the  movements  necessary  in 
sending  certain  letters  only,  in  which  case  some  concealed  symbol¬ 
ism  is  present.  Some  can  use  the  key  perfectly  when  no  message 
is  being  sent,  just  as  a  stammerer  may  talk  well  when  no  one  is 
listening. 

Treatment. — Rest,  general  hygienic  methods,  a  sea  trip,  a 
change  of  scene,  etc.,  is  the  best  treatment  for  those  occupational 
neuroses  which  result  from  the  actual  overuse  of  certain  muscular 
coordinations.  Such  patients  should  reduce  to  a  minimum  their 
use  of  alcohol  and  tobacco.  If  in  the  production  of  a  cramp  a 
toxic  or  pressure  neuritis  plays  a  part,  the  treatment  of  the  nerves 
and  muscles  themselves,  as  by  strychnine,  calcium  salts,  iron,  atro¬ 
pine,  galvanization,  mechanotherapy,  massage,  etc.,  is  indicated. 

In  the  treatment  of  all  cramp  cases,  psychotherapy  (page  340) 
is  important;  in  the  purely  psychogenic  cases,  it  alone  will  help. 
To  teach  the  patient  to  use  his  left  hand  may  lead  to  double  writer’s 
cramp ;  changes  in  the  form  of  the  pen,  in  the  slant  of  the  writing, 
etc.,  too  often  prove  to  be  bad  psychotherapy. 

TETANY 

Tetany  is  the  name  applied  to  all  disturbances  of  muscular  func¬ 
tion  based  on  neuromuscular  hyperirritability.  It  is  characterized 
by  more  or  less  localized  convulsive  contractions,  which  are  tonic, 
generally  bilateral,  and  which  involve  particularly  the  flexor 
muscles  of  the  upper  extremities.  All  abortive  and  incomplete 
forms  of  tetany  are  designated  as  “tetanoid.” 

Of  tetany  of  the  adult,  the  following  types  are  recognized : 
tetany  idiopathica,  seen  in  otherwise  healthy  individuals ;  tetany 
parathyreopriva,  the  classical  form;  that  of  gastric  and  intestinal 
disturbances,  due  to  alkalosis  of  the  blood  (see  page  25)  ;  that  of 
maternity  (pregnancy,  parturition,  and  nursing)  ;  that  which  de¬ 
velops  in  connection  with  acute  infectious  diseases,  as  typhoid 
fever,  cholera,  etc. ;  that  of  acute  poisoning,  as  by  chloroform, 
morphine,  ergot,  phosphorus  and  lead;  that  of  renal  and  genital 
diseases;  that  which  develops  in  connection  with  certain  nervous 
diseases,  as  exophthalmic  goiter,  brain  tumors  and  syringomyelia; 
workman’s  tetany,  which  seems  to  occur  epidemically  among  certain 
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handworkers,  as  tailors,  shoemakers,  et  al. ;  and,  finally,  and  prob¬ 
ably  identical  with  this  last  form,  epidemic  tetany,  which  has  ap¬ 
peared  in  certain  cities,  notably  Vienna  and  Heidelberg,  principally 
during  the  spring  months.  A  division  is  made,  also,  between  the 
forms  which  occur  in  children  (spasmophilia)  and  those  of  adults. 

Whether  one  etiological  factor  underlies  all  of  the  above  condi¬ 
tions  is  not  known.  In  all,  there  may  be  some  disturbance  of  cal¬ 
cium  metabolism  related  in  some  way  to  insufficiency  of  parathy¬ 
roid  function  (MacCullum  and  Voegtlin  have  demonstrated  a 
marked  reduction  in  the  calcium  content  of  the  blood).  The  strict 
localization  of  the  muscular  spasm  has  not  yet  been  explained. 

Symptoms. — An  attack  of  tetany  of  adults  (and  in  some  degree 
of  children  also),  when  mild,  begins  sometimes,  but  not  always, 
with  sensory  prodromata,  as  formication  or  the  sensation  of  heat, 
confined  usually  to  the  hands.  Then,  the  small  muscles  of  the 
hands  contract,  the  thumbs  become  markedly  adducted,  and  the 
result  is  the  so-called  “obstetrical”  or  “pen-holding”  hand.  Some¬ 
times  the  thumbs  alone  are  involved;  or  the  hands  are  closed, 
making  fists.  In  the  slightly  more  severe  grades,  in  addition  to  the 
hands,  the  entire  arms  are  involved.  That  is,  the  wrists  are  flexed 
and  the  arms  are  folded  across  the  chest,  held  up  in  the  air,  or 
down  at  the  side.  In  those  still  more  severe,  seen  especially  in 
young  adults,  the  above-mentioned  sensory  prodromata  usually  are 
more  pronounced,  the  contractions  of  the  arms  are  more  violent 
and  painful,  and  the  lower  extremities  also  may  be  similarly  in¬ 
volved,  but  in  lesser  degree,  producing  talipes  equinovarus,  inver¬ 
sion  of  the  feet,  and  plantar  flexion.  Sometimes  the  legs  are  flexed 
on  the  thighs  and  the  thighs  on  the  pelvis.  Rarely,  the  spasms  are 
confined  to  the  legs.  Occasionally  a  patient  has  cramps  in  the 
upper,  and  paresthesias  only  of  the  lower,  extremities. 

Other  results  of  tetanic  contractions  are :  risus  sardonicus  and 
trismus,  aroused  especially  when  testing  for  Chvostok’s  and  Hoff¬ 
man’s  phenomena;  spasm  of  the  back  muscles,  causing  opisthot¬ 
onos  ;  of  the  muscles  of  the  abdomen ;  of  the  sternocleidomastoid 
and  the  pectoral  muscles ;  of  the  muscles  of  the  larynx,  one  of  the 
commonest  forms  in  children,  especially  in  those  with  rickets  (lar¬ 
yngismus  stridulus)  ;  of  the  bladder;  of  the  rectum;  of  the  dia¬ 
phragm,  producing  asthmatic  attacks ;  of  the  tongue.  Generalized 
epileptiform  convulsions  have  been  reported,  especially  in  children. 

The  above  tonic  motor  features  are  sometimes  associated  with 
headache,  malaise,  a  rise  in  temperature  of  i°  to  30,  congestion  of 
the  affected  muscles,  and  localized  edema  of  the  hands  and  feet. 
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Clonic  spasm,  excepting  of  the  eyelids  (blepharospasm)  and 
tongue,  is  rare  in  tetany. 

Attacks  of  tetany  in  a  predisposed  person  usually  follow  some 
mechanical  irritation,  overexertion,  exhaustion  or  emotional  excite¬ 
ment.  Excessive  muscular  fatigue  always  follows  an  attack,  and 
sometimes,  although  very  seldom,  temporary  paresis  or  paralysis. 
In  tetany,  unless  very  severe,  there  usually  is  no  pain ;  conscious¬ 
ness  is  not  reduced  (except  sometimes  in  parathyroid  tetany)  ;  and 
marked  sensory,  trophic,  and  temperature  disturbances  usually  are 
absent. 

The  duration  of  the  attack  varies  much.  Mild  ones  may  recur 
at  yearly  intervals  or  be  separated  by  several  years.  Usually  each 
spasm  of  the  attack  persists  for  from  a  few  minutes  to  from  one 
to  three  hours,  often  followed  by  a  recurrence  of  the  sensory  symp¬ 
toms  ;  and,  after  a  period  of  rest,  which  lasts  from  fifteen  minutes 
to  three  hours,  the  spasm  recurs.  One  attack  is  said  to  have  con¬ 
tinued  for  more  than  ten  days.  Some  patients,  for  several  months, 
have  two  or  three  attacks  each  day.  In  fatal  cases  the  spasms  recur 
with  greater  and  greater  frequency,  become  more  and  more  intense, 
until  continuous  spasm  obtains.  Finally,  the  patient  dies. 

Among  the  special  signs  of  tetany  are :  Trousseau’s  phenome¬ 
non,  or  the  production  of  an  attack  by  pressure  for  at  least  five 
minutes  upon  the  nerve  trunk  or  blood  vessel  of  the  muscles  in¬ 
volved  (this  phenomenon  often  can  be  demonstrated  in  hysteria 
also)  ;  Erb’s  test  of  electrical  hyperexcitability,  or  the  production 
of  the  spasm  by  weak  electrical  stimulation  (0.5  to  2  milliam- 
peres)  ;  Peter’s  test  (the  “jumping  Jack”  sign)  or  the  jumping  of 
both  arms  and  legs  at  each  closure  of  a  minimal  (3  to  4  and  even 
at  times  only  0.5  to  1  milliamperes)  galvanic  current,  the  anode 
applied  on  the  sternum  and  the  cathode  over  the  cervical  or  thoracic 
vertebrae ;  Chvostok’s  sign,  probably  the  most  important  diagnostic 
test,  demonstrated  by  tapping  sharply  over  a  nerve  trunk,  especially 
the  facial  in  front  of  the  ear,  or  even  over  a  muscle,  which  produces 
a  typical  flexor  spasm. 

Although  it  is  considered  characteristic  of  tetany  that  mental 
symptoms  are  absent,  yet,  in  well-marked  cases,  acute  transitory 
confusion  and  delirium  may  appear. 

Diagnosis. — Tetany  (page  352)  must  be  differentiated  from 
the  cramp-like  contractures,  sometimes  with  the  typical  obstetrical 
hand,  seen  in  some  hysterical  individuals  with  gastro-intestinal  dis¬ 
turbances.  Indeed,  it  may  at  times  be  almost  impossible  to  elimi- 
*  nate  the  pseudotetany  of  hysteria,  for  mixed  and  combined  forms 
undoubtedly  occur.  When  in  doubt,  even  though  the  so-called 
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cardinal  symptoms  of  tetany  are  present,  it  is  safe  to  consider  the 
case  as  hysterical,  and  especially  if  one  of  the  causal  factors  in¬ 
volved  is  accident,  insurance,  or  litigation. 

Incidence. — Tetany  is  a  relatively  rare  condition  in  adults; 
tetanoid  reactions  (spasmophilia),  however,  are  common  in  chil¬ 
dren.  Of  the  more  outspoken  forms,  gastric  tetany  is  probably  the 
most  frequently  seen.  The  pure  epidemic  form  has  rarely  been 
seen  in  the  United  States,  although  it  is  undoubtedly  often  over¬ 
looked  or  confused  with  hysteria  and  other  convulsive  states. 

Very  little  is  known  of  the  prognosis  of  tetany  of  infants  and 
children ;  certainly  healthy  children  seldom  have  convulsions  of  any 
kind.  The  simple  tetany  of  adults  has  a  much  better  prognosis 
than  that  which  complicates  gastric  or  intestinal  affections,  bron¬ 
chitis,  or  pneumonia.  In  these  latter  cases  recurrences  are  com¬ 
mon.  Tetany  of  the  glossal  muscles  has  proved  fatal.  The  tetany 
of  pregnancy  and  childbirth  usually  has  a  good  prognosis,  although 
the  resulting  hyperexcitability  of  the  nervous  system  may  persist 
for  weeks  after  the  delivery,  and  in  succeeding  pregnancies  a  re¬ 
currence  of  the  trouble,  but  in  milder  form,  may  be  expected. 
Sudden  death,  however,  has  occurred.  The  tetany  following  in¬ 
fectious  diseases  and  acute  or  chronic  poisoning  seems  to  have  a 
favorable  prognosis.  The  prognosis  of  epidemic  tetany  is  said  to 
be  far  from  good. 

Morbid  Anatomy. — Hemorrhages  into  the  parathyroid  glands 
would  seem  to  be  fairly  constant  findings  in  the  spasmophilia  of 
children.  In  the  adult  forms,  various  lesions  of  the  thyroid  gland 
have  been  demonstrated. 

Treatment. — The  rational  treatment  of  the  so-called  idiopathic 
tetany,  as  well  as  for  that  of  pregnancy  and  of  thyroid  disease,  is 
the  administration  of  thyroid  and  parathyroid  preparations,  espe¬ 
cially  the  parathyroid  hormone,  and  of  calcium  salts  by  mouth, 
rectum,  or  intravenously.  The  diet  in  all  cases  should  include 
large  amounts  of  milk,  eggs,  whey,  etc.  In  postoperative  para- 
thyreopriva,  calcium  treatment  alone  is  restorative. 

In  gastric  cases  with  tetany  due  to  an  alkalosis  resulting  from 
the  loss  of  acid  through  excessive  vomiting,  the  prompt  intravenous 
injections  of  salt  solution,  and,  later,  the  surgical  treatment  of  the 
gastric  condition,  are  indicated. 

Since  skin  stimulation  by  sunlight,  quartz  lamps  and  other  photo¬ 
chemical  agents  influences  calcium  metabolism,  these  forms  of 
therapy  may  have  value. 
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ACUTE  CHOREA 

Sydenham’s  chorea  (chorea  minor;  St.  Vitus’s  dance)  is  a  dis¬ 
ease,  chiefly  of  children,  due  to  an  unknown  infection  of  the  cen¬ 
tral  nervous  system  gained,  evidently,  through  the  tonsils  and  be¬ 
longing  to  the  rheumatic  cycle,  characterized  by  irregular,  jerky, 
purposeless,  involuntary  muscular  movements  associated  with  psy¬ 
chic  changes.  Of  its  three  grades  of  severity,  mild  chorea,  severe 
chorea,  and  chorea  insaniens,  only  the  first  has  interest  for  us  now. 

Mild  Chorea. — During  the  prodromal  period,  lasting  a  week  or 
more,  the  child  with  mild  chorea  is  listless,  somewhat  depressed, 
loses  appetite,  becomes  pale,  is  nervously  irritable,  and  often  shows 
a  change  of  personality.  That  is,  he  becomes  fretful  and  some¬ 
times  disobedient,  for  which  too  often  he  is  punished.  It  is  just 
at  this  period  that  the  general  practitioner  is  liable  to  make  a 
serious  mistake  in  diagnosis.  These  symptoms  become  more  and 
more  marked,  until  the  definite  choreic  movements  begin,  which 
are  incoordinate,  changeable,  and  cannot  be  suppressed. 

While  the  average  case  of  chorea  lasts  from  six  to  ten  weeks 
and  some  for  three  or  four  months,  yet  choreic-like  movements 
may  persist  for  many  months  longer  (the  residual  chorea  of 
Guthrie).  Recurrent  attacks  of  chorea  are  frequent. 

Acute  choreas  also  due  to  infection  of  the  brain  cortex  may,  it 
is  said,  be  complications  of  many  of  the  acute  infectious  diseases, 
but  such  cases,  few  in  number,  are  always  in  doubt.  Pregnancy, 
however,  is  an  important  cause  of  the  Sydenham’s  chorea  of  adults. 
Such  cases  develop  most  commonly  during  the  earlier  months  of 
the  pregnancy;  and  may  recur,  even  five  times,  with  successive 
pregnancies.  They  may  be  mild  or  severe,  yet  even  the  latter  cases 
seldom  lead  to  spontaneous  abortion  or  to  premature  labor. 

Chorea  is  seen  especially  in  nervous  excitable  children.  Some, 
especially  girls,  seem  even  to  have  a  “choreic  temperament.”  That 
is,  they  are  always  physically  restless,  their  normal  movements  are 
quick  and  jerky,  and  when  the  patient  is  excited  they  may  suggest 
St.  Vitus’s  dance.  Very  impressionable  children  watching  a  case 
of  chorea  may  accurately  imitate  it.  Epidemics  of  chorea  in  schools 
may  be  so  explained. 

Hysterical  chorea  and  habit  chorea  (page  352)  may  lead  to 
confusion,  while  movements  suggestive  of  those  of  mild  cases  of 
Sydenham’s  chorea  are  seen  in  simple  delusion  states. 

Electric  chorea  is  a  rare  disease,  often  febrile,  characterized  by  very 
rapid,  rhythmical  movements  of  the  extremities  and  sometimes  of  the  head 
and  face.  The  movements  may  be  very  violent,  resembling  those  produced 
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by  an  electric  shock.  In  the  severer  form,  epileptiform  convulsions  and 
paralytic  symptoms  supervene.  Pain  in  the  head  and  neck  may  appear  early, 
and  atrophy  of  the  muscles  toward  the  end  of  the  attack.  These  cases 
terminate  fatally,  after  about  a  month,  from  heart  failure  or  in  coma. 

This  condition  is  now  regarded  either  as  a  manifestation  of  epidemic 
encephalitis,  or  as  the  myoclonic  from  of  epidemic  meningitis,  or  as  a  form 
of  myoclonus  (especially  those  cases  with  the  contractions  confined  to  the 
muscles  about  the  shoulder  blade),  while  some  cases  probably  are  hysterical. 

HUNTINGTON’S  CHOREA 

Huntington’s  chorea  is  an  inherited  familial  disease,  due  to 
organic  brain  lesions,  which  starts  usually  between  the  ages  of 
thirty  and  fifty,  characterized  by  irregularity  and  incoordination  of 
the  voluntary  movements  combined  with  general  and  continuous 
involuntary  choreiform  movements  of  wide  range,  which  resemble 
those  of  athetosis  more  than  they  do  those  of  Sydenham’s  chorea. 
Many  of  the  involuntary  movements  are  stretching  and  grasping 
in  character;  they  cease  during  sleep,  which  usually  is  broken; 
speech  is  hesitating,  stumbling,  and  later  becomes  so  disturbed  that 
it  cannot  be  understood.  The  tendon  reflexes  are  increased;  the 
sphincters  are  undisturbed.  Convulsive  seizures  sometimes  occur 
during  the  course  of  this  disease.3 

The  mental  changes  in  this  disease,  which  may  appear  years  before  the 
choreiform  movements,  include :  a  deterioration  of  personality,  as  shown  by 
slovenliness  in  dress  and  carelessness  concerning  the  social  conventions  (the 
patient  uses  obscene  language,  expectorates  on  the  floor,  etc.)  ;  great  emo¬ 
tional  irritability ;  depression  as  a  rule,  but  a  few  are  euphoric ;  a  poverty  of 
thought;  a  failure  of  memory;  defective  attention;  and  defect  of  judgment. 
Delusions,  persecutory,  religious  or  jealous  in  character,  and  often  absurd 
in  their  content,  are  common  features. 

POSTHEMIPLEGIC  TREMORS,  ATHETOSIS, 

AND  CHOREA 

While  the  voluntary  movements  of  a  partially  paralyzed  limb 
may  be  accompanied  by  tremors,  some  of  which  suggest  paralysis 
agitans  and  others  multiple  sclerosis,  in  some  cases,  and  especially 
if  the  paralysis  developed  early  in  life,  the  affected  limb  is  in  a 
state  of  more  or  less  constant  involuntary  motion  which  may  be 
either  athetoid  or  choreiform  in  character.  The  movements  typ¬ 
ical  of  athetosis,  and  which  involve  only  a  few  muscle  groups  at  a 
time,  are  slow,  worm-like  twistings  and  bendings  of  the  fingers, 
associated  with  flexion  and  extension  of  the  wrists  and  arms,  and 
analogous  movements  of  the  feet.4  In  addition  to  these,  the  limb 
as  a  whole  makes  involuntary  movements  some  of  which  are  jerk- 
ings. 
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Posthemiplegic  chorea  is  the  term  applied  also  to  wide-spread,  violent, 
quick,  trembling  movements,  which  affect  the  face,  the  body,  and  all  the  seg¬ 
ments  of  the  affected  limb.  Such  chorea  is  much  less  common  than  is 
athetosis.  Like  the  latter,  this  condition  occurs  more  frequently  in  the 
hemiplegias  which  develop  during  infancy,  and  is  most  marked  in  those  cases 
with  a  considerable  return  of  voluntary  power. 

DOUBLE  ATHETOSIS 

Double  athetosis  some  consider  the  same  as  that  mentioned 
above,  only  a  feature  of  diplegia.  Others,  as  Lewandowsky,5  ex¬ 
plain  it  in  terms  of  a  lack  of  well-organized  balance  of  the  associ¬ 
ated  movements  which  are  part  of  each  volitional  act,  but  which 
in  this  condition  are  excessive.  They  attribute  it  to  some  con¬ 
genital  defect  in  those  mechanisms  which  coordinate  the  contrac¬ 
tions  of  the  many  muscles  which  take  part  in  each  complex  move¬ 
ment.  In  double  athetosis  there  is  little  or  no  motor  paralysis  and 
no  mental  defect  (one  of  our  patients  graduated  from  college  with 
honors).  The  patient  is  quiet  when  undisturbed,  but  his  attempt 
to  perform  any  voluntary  act  throws  the  muscles  of  the  face  into 
most  startling  grimaces,  while  the  arms  move  about  in  wide  chore¬ 
iform  movements  which  suggest  strongly  those  seen  in  Hunting¬ 
ton’s  chorea. 

No  treatment  is  possible,  other  than  to  encourage  the  patient  to 
lead  a  quiet,  well-systematized  life,  and  to  occupy  himself  in  those 
pursuits  well  within  his  power  of  performance. 

MYOCLONUS 

By  myoclonus  is  meant  any  condition  characterized  by  involun¬ 
tary,  repeated,  sudden,  shock-like,  clonic  contractions  of  muscles  or 
of  parts  of  muscles.  The  strength  and  effect  of  these  “twitches” 
vary  much.  They  seldom  cause  movement  of  the  limb  as  a  whole, 
although  a  particularly  severe  one  may  throw  the  patient  to  the 
ground;  simultaneous  laryngeal  and  diaphragmatic  spasms  may 
produce  a  curious  grunt;  spasm  of  the  tongue  or  throat  muscles 
may  cut  short  the  speech ;  and  spasm  of  the  expiratory  muscles  may 
cause  words  to  be  explosively  uttered.  Voluntary  movements  may 
diminish  or  may  accentuate  the  myospasm. 

Myoclonic  twitches  follow  one  another  without  rhythm.  They 
are  commonly  confined  to  one  muscle.  When  several  are  affected, 
these  may  be  asymmetrically  distributed  over  the  trunk  and  limbs, 
their  choice  never  determined  by  peripheral  nerve  or  nerve  root 
distribution.  It  is  said  that  unstriped  muscle,  e.g.,  that  of  the 
bladder,  also  may  be  involved.  It  is  important  in  diagnosis  that 
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myoclonus  never  produces  the  coordinated  twitching  of  a  group 
of  synergic  muscles ;  that  there  is  no  conspicuous  coincident  relax¬ 
ation  of  the  muscles  antagonistic  to  the  ones  which  contract ;  and 
that  these  movements  cannot  be  volitionally  reproduced. 

Symptomatic  myoclonus  may  accompany  or  follow  epidemic 
encephalitis,  sometimes  as  its  sole  sequela,  but  more  often  in  associ¬ 
ation  with  paralysis  of  accommodation,  diplopia,  Parkinsonism, 
etc.  In  this  disease  the  myoclonic  movements  often  are  slight; 
they  may  appear  only  when  the  patient  is  fatigued ;  they  cause  no 
disablement ;  of  themselves,  they  have  no  prognostic  value.  It  has 
been  noted  also  in  atrophic  sclerosis  of  the  brain,  in  association 
with  diplegia ;  in  cerebral  malaria ;  in  infantilism ;  and  in  cerebellar 
ataxia. 

Myoclonus  affecting  especially  the  muscles  of  the  upper  limbs 
and  trunk  is  often  an  interparoxysmal  manifestation  of  chronic 
epilepsy,  its  movements  often  called  “the  jerks.”  It  has  been 
known  to  precede  the  first  epileptic  fit  by  months  or  even  years. 
Such  movements  are  almost  always  bilateral  and  may  be  attended 
with  transient  loss  of  consciousness. 

Of  primary  myoclonias  there  are  three  forms:  paramyoclonus  multi¬ 
plex,  myoclonus  epilepsy,  and  acute  myoclonic  encephalitis. 

Paramyoclonus  multiplex,  a  disease  of  adults,  is  characterized  by  the 
repeated,  isolated  contractions  of  any  individual  muscle.  These  contractions, 
voluntary  movements  sometimes  inhibit  or  markedly  diminish.  Some  pa¬ 
tients  develop  also  delirium,  excitement,  irritability,  and,  rarely,  dementia. 
Recovery  may  take  place  spontaneously,  but  recurrences  are  frequent. 

The  myoclonic  movements  of  paramyoclonus  multiplex  differ  from  “tics” 
in  that  in  the  former  the  face  seldom  is  affected,  there  is  no  spasmodic  repeti¬ 
tion  of  words,  no  obscene  utterances,  and  no  imperative  or  fixed  ideas.  They 
differ  from  those  of  Sydenham’s  chorea  in  that  they  are  quicker,  do  not  in¬ 
volve  synergic  groups  of  muscles,  the  face  is  not  involved,  and  all  other 
rheumatic  manifestations  are  absent.  They  differ  from  any  seen  in  hysteria, 
both  in  their  character  and  in  that  they  cannot  voluntarily  be  reproduced. 

Myoclonus  epilepsy,  formerly  called  “spinal  epilepsy,”  is  a  chronic  fa¬ 
milial  disease  which  leads  to  dementia.  It  begins  in  later  childhood  and  may 
last  for  fifty  or  more  years.  Females  are  more  frequently  affected  than 
males. 

The  disease  develops  in  three  stages.  First,  the  brief  epileptic-tetaniform 
stage,  which  is  characterized  by  nocturnal  painful  spasms  of  the  muscles  of 
the  body  or  limbs  which  waken  the  child  out  of  sleep,  and  which  are  in¬ 
creased  by  manipulation.  Consciousness  is  preserved  and  the  urine  and  feces 
are  not  involuntarily  passed.  During  the  second,  or  myoclonic-epileptiform 
stage,  which  lasts  for  ten  years  or  more,  occur,  in  addition  to  the  above- 
mentioned  tetaniform  contractions,  nocturnal  epileptiform  convulsions  also, 
and,  during  the  day,  myoclonic  movements  of  all  the  voluntary  muscles, 
which  may  last  for  several  hours.  Also,  psychical  changes  appear.  The 
third  stage  is  that  of  cachexia  and  dementia,  which  ends  in  death.  In  this, 
the  myospasms  tend  to  increase,  the  epileptic  fits  to  disappear,  and  the  patient 
falls  into  a  state  of  somnolence,  salivating  and  sweating  profusely,  his  body 
rigid  and  bent. 

There  is  little  danger  in  confusing  idiopathic  epilepsy  and  myoclonus  epi- 
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lepsy,  nevertheless,  the  myospasms  of  the  former,  a  common  feature,  fre¬ 
quently  are  associated  with  transient  loss  of  consciousness.  One  must  ex¬ 
clude,  also,  the  muscle  twitchings  which  occur  in  cases  of  Jacksonian  epi¬ 
lepsy  during  the  intervals  between  the  fits  (page  165),  because  of  which 
some  Jacksonian  cases  are  known  as  “epilepsia  partialis  continuans.” 

Myoclonus  epilepsy  differs  from  Huntington’s  chorea  since  it  begins  earlier 
in  life,  its  movements  are  not  due  to  the  synergic  contractions  of  muscle 
groups,  there  is  periodicity  in  its  symptoms,  epileptic  attacks  also  occur,  and 
the  patient  loses  the  ability  to  walk  much  earlier  in  life. 

Acute  myoclonic  encephalitis  is  probably  a  meningo-radicular  variety 
of  epidemic  encephalitis,  which  resembles  “electric  chorea”  (page  219).  It 
begins  acutely  with  fever  and  intense  shooting  pains  in  the  trunk  and  limbs, 
followed  by  myoclonic  movements,  often  with  fibrillary  twitchings,  of  the 
affected  muscles.  The  pupils  are  widely  dilated ;  there  is  tachycardia  and 
profuse  sweating;  speech,  because  of  the  movements,  is  indistinct;  the 
movements  of  the  upper  extremities  may  be  followed  by  paresis  of  a  periph¬ 
eral  type,  with  wrist-drop,  but  the  supinator  longus  escapes.  Insomnia  and, 
later,  delirium  usually  develop. 

Treatment  of  the  Myoclonias. — Bromides,  in  30-grain  doses, 
and  luminal  are  the  most  useful  sedatives  for  the  myoclonias. 
Those  patients  with  myoclonus  epilepsy  who  live  in  the  seclusion 
of  a  hospital  for  mental  cases  become  relatively  free  from  symp¬ 
toms. 

MYASTHENIA  GRAVIS 

Myasthenia  gravis  is  a  chronic  disease  characterized  by  great 
weakness  following  the  use  of  any  of  the  voluntary  muscles,  but 
especially  of  those  innervated  by  the  cranial  and  cervical  spinal 
nerves,  and  which  disappears  shortly  upon  rest.  Symmetrical 
muscles  always  are  involved.  This  is  a  disease  of  adults,  yet  Adie  6 
reported  a  case  in  a  boy  ten  years  of  age.  Its  usual  termination  is 
by  sudden  death  from  respiratory  failure.  The  disease  is  neither 
familial  nor  inherited. 

Diagnosis. — During  the  early  stages,  when  general  fatigue  on 
exertion  and  headaches  are  the  chief  symptoms,  one  must  exclude 
hysteria  and  neurasthenia.  In  myasthenia,  however,  the  muscular 
paresis  is  present  only  on  exertion  and  disappears  after  rest ;  also, 
the  ocular  and  laryngeal  muscles  are  involved  early.  Hysteria  can 
be  ruled  out  because  of  its  characteristic  sensory  disturbances,  ab¬ 
sent  in  myasthenia  gravis,  and  the  suddenness  of  the  onset  and  dis¬ 
appearance  of  its  manifestations.  A  myasthenic  aphonia  always 
follows  the  use  of  the  voice,  and  during  it  the  cough  is  not  aphonic 
as  it  is  in  hysteria. 

The  treatment  of  myasthenia  gravis  during  its  acute  stages  con¬ 
sists  of  absolute  rest  in  bed  and,  later  and  always,  the  elimination 
of  all  unnecessary  efforts  and  all  emotional  outbursts.  Massage 
and  electrical  treatment  are  harmful.  No  food  requiring  chewing 
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should  be  allowed  and  the  patient  should  never  have  to  strain  at 
stool.  The  underclothing  should  be  warm  and  all  respiratory  affec¬ 
tions  be  avoided.  Glycine  in  20  to  30  gram  doses  and  ephedrine  7 
have  produced  some  remarkable  results.  Strychnine,  arsenic,  and 
the  internal  secretions,  especially  that  of  the  adrenal  cortex,  may 
be  tried. 
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CHAPTER  XIX 


DISORDERS  OF  SLEEP 

Sleep  may  be  deficient  (insomnia),  in  excess  (somnolence),  or 
unnatural  (disturbed  by  dreams,  nightmares,  night  terrors,  som¬ 
nambulism,  etc.). 

The  number  of  hours  of  sleep  desirable  for  a  person  depends, 
first,  on  his  age.  The  young  child  would  seem  to  require  from 
ten  to  fourteen,  and  the  average  adult,  seven  or  eight,  of  each 
twenty- four  hours.  It  depends  also  on  his  previous  habits,  espe¬ 
cially  those  acquired  during  childhood  and  youth.  Whether  or  not 
it  depends  also  on  the  soundness  of  his  sleep  is  uncertain.  The 
feelings  on  waking  in  the  morning  need  be  no  criterion  of  the 
amount  of  sleep  of  the  preceding  night,  as  patients  with  nasal 
troubles,  anxiety  states,  and  those  mildly  depressed  can  testify 
(page  340). 

Otherwise  normal  persons  may  develop  insomnia,  usually  tem¬ 
porary,  through  irregular  habits  of  retiring ;  because  of  uncongenial 
or  new  surroundings ;  a  change  of  climate  or  of  altitudes ;  uncom¬ 
fortable  atmospheric  conditions ;  unaccustomed  noises  or  lights ;  an 
uncomfortable  bed ;  a  badly  ventilated  room ;  too  heavy  or  too  light 
bed  clothing;  heavy  meals;  alcoholic  drinks,  tea  or  coffee  before 
bedtime;  and  excessive  mental  and  physical  fatigue.  Among  the 
physical  reasons  for  disordered  sleep  are:  the  pains  of  organic 
diseases ;  dysfunctions  of  the  heart  and  gastro-intestinal  canal ; 
muscular  cramps,  especially  in  elderly  patients  with  arteriosclerosis. 
The  disturbed  sleep  of  patients  after  slight  cerebral  accidents  is 
mentioned  on  page  318. 

Insomnia. — It  is  a  common  observation  that  some  persons  who 
complain  of  insomnia  actually  do  sleep  well.  The  sleep  of  others 
is  too  brief,  is  broken,  or  is  restless.  Persons  not  at  all  psycho¬ 
neurotic  may,  after  an  acute  psychic  shock  or  when  troubled  by 
long-continued  anxiety,  suffer  from  insomnia,  or  from  the  disturb¬ 
ance  of  their  sleep  by  dreams  or  night  terrors.  Those  definitely 
psychoneurotic,  on  the  other  hand,  complain  of  all  varieties 
of  disturbed  sleep  and  sleeplessness  difficult  to  explain.  Insomnia 
is,  in  fact,  one  of  the  most  common  symptoms  of  their  condition, 
and  also  is  one  of  the  most  important  links  in  that  vicious  chain 
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of  causation  which  led  up  to  it  (page  294).  Night  to  them  is 
hideous,  since  during  the  wakeful  hours  their  thoughts  run  un¬ 
controlled;  since  then  their  apprehensive  trends  and  unpleasant 
bodily  and  visceral  dysfunctions  (especially  '‘neuralgias,”  tinnitus 
aurium,  palpitation  of  the  heart,  “indigestion”  due  to  gastric  de¬ 
rangements,  constipation  or  diarrhea,  frequency  of  urination,  etc.) 
are  suffered  most  acutely.  They  may  sleep  a  sufficient  number  of 
hours,  but  a  brief  period  of  wakefulness  is  remembered  as  endur¬ 
ing  the  entire  night  (page  340).  The  insomnia  of  some  hysterical 
patients  is  due  to  their  auditory  hyperesthesia  (page  357)  ;  that  of 
some  obsessional  patients,  to  a  phobia  of  insomnia  (page  318),  or 
to  a  conviction  that  sleep  is  impossible. 

The  fear  of  sleep,  which  some  psychiatrists  interpret  as  the  repulsed  de¬ 
sire  for  death,  produces  particularly  distressing  results.  One  patient,  a 
highly  educated  man  about  to  undergo  a  simple  operation,  dreaded  the  gen¬ 
eral  anesthesia  so  intensely  that  during  the  weeks  following  the  operation 
his  terror  of  not  waking  made  sleep  almost  impossible. 

Certain  organic  diseases  of  the  nervous  system,  and  especially 
if  mild  and  therefore  unrecognized,  may  cause  very  puzzling  forms 
of  insomnia.  Among  such  diseases  are  encephalitis,  meningitis, 
and  injuries  to  the  head.  Many  patients  with  early  general  paresis 
and  some  with  meningovascular  syphilis  are  irritable  and  excitable 
by  day  and  sleepless  by  night.  Insomnia  is  a  persistent  symptom 
of  some  of  the  well-defined  psychoses,  as  hypomania,  psychic  de¬ 
pression,  and  some  of  the  exhaustion  organic  reaction-types. 

The  treatment  of  insomnia  includes,  first,  the  treatment  of  any 
disease  or  dysfunction  which  causes  pain  or  discomfort.  This  in¬ 
cludes  a  dose  of  powdered  leaf  digitalis  in  cases  of  slight  heart 
disease;  asthmatic  remedies,  in  cases  of  asthma;  various  carmina¬ 
tives  and  alkalis,  if  gastric  troubles  are  present;  an  enema  on  re¬ 
tiring,  for  constipation,  etc.  Second,  the  correction  of  any  environ¬ 
mental  causes  which  may  be  present.  And,  third,  the  avoidance  of 
heavy  or  indigestible  food,  of  coffee,  tea  and  alcoholic  stimulants, 
and  due  attention  to  the  evacuations  of  the  bladder  and  bowels 
before  retiring.  A  drink  of  hot  milk  just  before  retiring  often 
tends  to  promote  sleep. 

Since  the  insomnia  of  physically  quite  normal  persons  is  in  large 
degree  due  to  previous  irregular  sleep  habits,  it  is  to  be  corrected 
by  the  establishment  of  better  ones.  Any  exciting  effort,  game,  or 
sport,  and  all  strenuous  mental  work  in  the  evening,  should  be 
avoided.  Some  patients  benefit  by  a  quiet  walk  before  retiring,  or 
some  amusement,  game,  or  light  occupation  which  is  neither  excit¬ 
ing  nor  overfatiguing,  or  music  of  a  monotonous  variety,  light 
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reading,  etc.  The  patient  should  train  himself  to  relax  physically 
after  he  retires.  The  custom  of  counting,  of  repeating  to  himself 
poems  or  certain  of  the  Psalms  which  he  has  committed  to  memory, 
has  great  value.  Physical  therapy  at  bedtime  followed  by  gentle 
massage,  as  a  warm  pack,  the  static  breeze,  etc.,  may  help  much. 

A  vacation  is  the  best  therapy  for  fatigued,  overworked  patients, 
but  they  should,  as  a  rule,  avoid  high  altitudes. 

In  the  case  of  psychoneurotic  patients,  all  possible  adjustments 
should  be  made  for  all  discoverable  causes  for  worry  or  anxiety, 
for  as  long  as  these  exist  the  treatment  will  be  unsatisfactory.  For 
them,  strychnine  and  various  stimulants  during  the  day  will  lessen 
that  extreme  fatigue  and  exhaustion  due  to  worry,  which  them¬ 
selves  also  induce  insomnia. 

All  hypnotics  should  if  possible  be  avoided.  If  one  is  neces¬ 
sary,  sodium  bromide  and  the  barbituric  acid  preparations  (amytal) 
are  the  simplest  and  least  harmful,  and  especially  for  that  insomnia 
associated  with  mental  restlessness ;  or,  twenty  grains  (1.3  Gm.)  of 
the  bromide  with  ten  grains  (0.6  Gm.)  of  acetylsalicylic  acid;  or 
the  bromides  combined  with  amytal,  etc.,  to  which  for  several 
nights  in  succession  acetylsalicylic  acid  is  added.  Sulphonal  and 
trional  make  a  good  combination,  since  the  effect  of  the  trional  is 
continued  by  that  of  the  sulphonal.  Chloral  hydrate  (or  chloretone 
or  chloralamide)  is  useful  if  the  insomnia  is  associated  with  great 
nervous  restlessness,  but  is  apt  to  be  depressing.  Paraldehyde,  de¬ 
spite  its  disagreeable  smell  and  taste,  is  a  very  efficient  hypnotic, 
since  the  patient  feels  no  depressing  effects  the  next  morning.  If 
given  early  in  the  evening,  the  depressing  effects  of  any  sedative 
felt  the  next  day  may  be  lessened.  All  of  such  drugs  should  be 
reduced  or  discontinued  as  soon  as  possible.  It  should  be  remem¬ 
bered  that  the  bromides  and  the  barbituric  acid  preparations,  in  the 
doses  usually  given,  are  not  analgesics.  If  physical  pain  is  present, 
acetylsalicylic  acid  or  pyramidon  are  the  simple  drugs  likely  to  be 
effectual,  but  in  extreme  cases  morphine  may  be  indicated.  This 
last  may  be  given  in  the  form  of  Dover’s  powder  (in  ten-grain 
— 0.6  Gm. — doses),  tincture  of  opium,  or  compound  tincture  of 
chloroform.  Morphine  should  not  be  given  hypodermically. 

For  hysterical  sleeplessness,  simple  hygienic  measures  combined 
with  suggestion  are  even  more  efficient  than  morphine.  For  the 
insomnia  of  excited  psychotic  states,  hyoscine  in  small  doses  ad¬ 
ministered  hypodermically  is  valuable ;  for  the  restlessness  and  in¬ 
somnia  of  definitely  depressed  patients,  morphine  often  is  best. 

Somnolence. — Normal  persons  may  contract  the  habit  of  sleep¬ 
ing  to  excess.  Somnolence  may  result  also  from  mental  or  physical 
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fatigue,  working  in  an  ill-ventilated  or  overheated  room  or  in  a 
hot  humid  atmosphere,  or  from  prolonged  exposure  to  extreme 
cold.  Excessive  sleep  is  a  symptom  of  many  pathological  states,  as 
dull  mentality,  arteriosclerosis  of  old  persons,  and  certain  neuroses 
and  psychoses. 

Drowsiness  may  be  the  first  symptom  of  such  toxic  conditions 
as  uremia  and  diebetic  coma,  and  the  premonitory  stage  of  the 
stupor  or  coma  which  develops  in  such  cerebral  conditions  as 
tumor,  abscess,  gumma,  and  tuberculoma ;  it  may  be  due  to  enceph¬ 
alitis  (“encephalitis  lethargica”),  meningitis  of  different  forms, 
cerebral  syphilis,  acute  insular  sclerosis,  trypanosomiasis  (sleeping 
sickness),  and  poisoning  by  alcohol,  morphine,  belladonna,  hashish 
and  chloral.  It  is  an  important  feature  of  the  “typhoidal  state”  of 
many  severe  acute  infectious  diseases,  as  typhoid  fever,  influenza, 
pneumonia,  etc.  Somnolence  is  a  direct  result  of  the  insufficiency 
of  certain  affections  of  the  ductless  glands,  as  in  myxedema  and 
Froehlich’s  syndrome.  It  is  seen  also  in  profound  anemia. 

Narcolepsy  is  the  tendency  suddenly  to  fall  into  a  sleep,  which 
may  last  from  a  few  minutes  to  several  hours.  Two  types  of  nar¬ 
colepsy  are  recognized.  In  the  one,  the  attacks  of  which  are  emo¬ 
tionally  produced,  there  is  a  complete  loss  of  muscular  tonus,  but 
no  true  loss  of  consciousness  (catalepsy).  Cases  of  this  have  in¬ 
creased  in  frequency  since  the  influenza  epidemic.  Wagner1 
explains  them  on  the  basis  of  hypercalcemia.  Catalepsy  and  hys¬ 
terical  trances  belong  to  this  same  category. 

In  the  attacks  of  the  second  type,  deep  sleep  may  come  on  sud¬ 
denly  and  at  any  time.  These  the  patient  is  quite  unable  to  con¬ 
trol,  even  though  they  imperil  his  life.  To  this  type  belongs  petit 
mal,  the  narcolepsy  following  cerebral  trauma,  which  seems  to  be 
an  equivalent  of  posttraumatic  epilepsy,  some  cases  which  would 
seem  to  be  caused  by  intranasal  pressure  alone,  since  they  are  re¬ 
lieved  by  the  proper  treatment  for  this,  and  those  due  to  the 
hypoglycemia  resulting  from  hyperinsulinism,  which  Harris2  re¬ 
lates  to  the  convulsions  of  insulin  shock  (page  394). 

Dreams  and  Kindred  Phenomena. — Sleep  may  be  disturbed 
by  hypnagogic  hallucinations,  dreams,  night  terrors,  nightmares, 
somnambulism,  and  somniloquy.  Hypnagogic  hallucinations 
are  sensations  or  images  which  appear  on  falling  to  sleep.  Among 
them  are :  a  feeling  of  falling,  or  rising  to  the  ceiling,  of  every¬ 
thing  “rushing  at  one,”  “of  becoming  infinitely  small,”  etc.  Nor¬ 
mal  children  and  some  normal  adults  have  them;  they  are  terrify¬ 
ing  to  obsessed  patients.  The  dreams  of  falling  experienced  in 
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cases  of  severe  eyestrain  are,  we  are  confident,  due  to  the  relaxa¬ 
tion  of  hypertrophied  ciliary  muscles. 

Dreams  occur  most  frequently  in  the  light  sleep  just  before 
waking.  They  often  are  determined  by  the  intrusion  of  some  stim¬ 
ulus  which  may  be  external,  as  a  sound ;  or  internal,  as  a  visceral 
sensation;  or  cortical,  as  a  memory.  The  importance  of  this  last 
factor  is  illustrated  by  the  frequency  of  dreams  in  patients  of  un¬ 
stable  temperament,  and  by  the  night  terrors  of  nervous  children 
and  of  adults  who  have  experienced  severe  emotional  shocks. 

While  most  dreams  obviously  are  conditioned  by  daily  experi¬ 
ences,  or  recall  some  long-forgotten  event,  yet  the  question  how 
far  they  present  in  symbolic  form  the  content  of  repressed  mem¬ 
ories  we  must  leave  to  the  psychoanalyst.  Nevertheless,  we  always 
inquire  as  to  the  dreams  of  psychoneurotic  patients,  and  from  these 
occasionally  get  valuable  hints. 

The  sensations  associated  with  dreams  may  be  so  vivid  and  so 
exciting  that  they  enter  into  night  terrors,  nightmares,  night  pains, 
sleep-talking  and  sleep-walking.  Also,  these  active  manifestations 
may  occur  apart  from  any  remembered  dreams. 

Night-terrors,  or  dream  states  with  emotional  excitement,  occur 
most  commonly  in  nervous,  imaginative  children  between  the  ages 
of  three  and  eight  years,  and  in  adults  with  febrile,  digestive  or 
other  physical  disturbances.  Closely  related  to  these  is  pavor 
nocturnus,  a  true  anxiety  state  (page  323)  of  psychoneurotic  in¬ 
dividuals,  who  suddenly  awaken  from  a  sound  sleep,  jump  up  in 
bed  in  a  cold  sweat,  trembling,  fight  for  breath,  the  heart  palpitat¬ 
ing  violently  or  feeling  as  though  it  had  stopped,  and  expectant  of 
death.  The  night  terrors  of  children  differ  from  the  pavor  noc- 
tumus  of  adults  only  in  that  in  the  former  the  anxiety  usually  is 
coupled  with  the  hallucinations  of  the  dream.  These  occur  usually 
during  the  first  two  hours  of  sleep.  The  child,  terrified,  suddenly 
sits  up  with  a  scream,  and  often  calls  out  the  name  of  the  object 
of  his  fear.  He  may  try  to  escape  from  the  room.  For  a  consid¬ 
erable  time  he  may  not  fully  awaken,  despite  all  efforts  to  soothe 
him,  but  slowly  he  becomes  oriented,  and,  exhausted,  finally  sinks 
back  into  sleep.  The  same  experience  may  repeat  itself  night  after 
night. 

Nightmares,  common  in  older  children  and  in  adults,  differ 
from  night-terrors  in  that  patients  with  them  waken  suddenly  and 
completely;  their  mental  content  usually  is  more  varied  in  char¬ 
acter  ;  they  are  not  so  apt  to  recur  regularly ;  they  are  more  often 
associated  with  ill-health  and  with  digestive  disturbances ;  and  the 
psychoneurotic  personality  of  the  patient  is  not  as  important  in 
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their  production  as  it  is  in  that  of  night  terrors.  Nevertheless,  the 
distinction  is  more  or  less  one  of  degree.  Nightmares  and  night- 
terrors  both  may  occur  after  psychic  shocks  or  emotional  strains,  in 
cases  of  alcoholism,  and  as  features  of  incipient  insanity. 

In  somniloquy,  the  patient  during  sleep  carries  on  a  conversa¬ 
tion  of  greater  or  less  length  of  which  the  next  morning  he  has  no 
recollection. 

Somnambulism  is  a  rare  condition  which  may  occur  with,  or  in¬ 
dependently  of,  remembered  dreams.  The  patient,  still  asleep,  gets 
out  of  bed  and,  rarely  dressing,  walks  about  the  house  or  even  out 
into  the  street,  and  finally  comes  back  to  bed  again.  During  his 
sleep-walk  he  may  carry  out  various  purposeful  actions.  He 
usually  avoids  obstacles  in  his  way,  although  occasionally  he  injures 
himself.  The  next  day  he  has  no  recollection  of  the  event.  Som¬ 
nambulism  may  occur  in  normal  children,  but  usually  in  association 
with  slight  illnesses.  It  also  may  occur  in  apparently  healthy 
adults,  but  is  more  often  associated  with  chronic  alcoholism,  epi¬ 
lepsy,  and  certain  psychoses,  especially  dementia  praecox. 

The  treatment  of  distressing  dreams  is  the  removal  of  any 
cause  of  functional  or  organic  sensory  or  visceral  irritation,  of 
emotional  disturbances,  of  eyestrain,  the  avoidance  of  late  meals 
and  exciting  evening  occupations.  Of  drugs,  bromides,  or  amytal, 
given  regularly  at  bedtime,  are  the  best.  Patients  in  somnambulism 
should  not  be  roughly  awakened  but  led  gently  back  to  bed.  The 
successful  treatment  of  the  night-terrors  of  children  is  one  of 
careful  management  and  sympathetic  explanation  during  the  day 
that  his  terror  of  the  objects  of  his  dream  was  unjustified.  He 
should  be  placed  in  as  healthy  surroundings  as  possible.  All  eve¬ 
ning  excitements  should  be  avoided.  A  night  light  in  his  bedroom 
or  his  cot  in  an  elder  person’s  room  frequently  stop  them.  Only 
when  they  recur  so  often  that  they  seriously  disturb  the  child’s  rest 
should  bromides  and  other  sedatives  be  used. 
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CHAPTER  XX 


DISTURBANCES  WITHIN  THE  SEX  LIFE 

In  America,  disturbances  within  the  sex  life  explain  surprisingly 
many  physical,  emotional,  marital,  and  social  problems,  the  most 
of  which,  to  the  laity,  would  seem  to  be  in  no  wise  connected  with 
this  function.  Among  the  reasons  for  the  frequency  of  these  dis¬ 
turbances  are:  the  undoubted  ease  with  which  we,  as  a  people, 
develop  psychoneurotic  trends  (page  36)  ;  the  attempts  of  parents, 
unexcusably  ignorant  on  this  subject,  to  win  the  adherence  of  their 
children  to  our  superb  sex  ethics  with  the  aid  of  taboo  based  on 
mystery,  shame,  and  guilt;  and  our  custom  of  late  marriage,  pre¬ 
ceded  by  years  of  unforbidden  minor  heterosexual  practices. 

The  youth  has  strong  sex  trends  (in  most  women  and  in  many 
men  these  do  not  suggest  sex),  which  are  expressions  of  a  sex 
urge  (libido),  created  by  a  continuously  developing  energy  gen¬ 
erated  by  ever-present  hormones,  which,  like  all  other  energies, 
must  throughout  life  spend  itself  daily  in  the  form  of  dynamic 
manifestations.  Whether  or  not  the  healthy  child,  from  birth  on, 
also  has  libido,  is  largely  a  question  of  definition ;  but  he  certainly 
does  manifest  certain  feeble  but  normal  sex  trends.  These  mani¬ 
fest  themselves  in  activities,  the  majority  of  which  to  adults  who 
judge  them  by  their  own  very  different  trends,  appear  to  be  def¬ 
initely  salacious.  These,  however,  are  little  or  not  at  all  so,  but 
result  either  from  his  natural  curiosity  and  desire  to  experiment, 
or  from  conditioned  reflexes  and  emotional  attitudes  early  deter¬ 
mined.  Some  of  them,  however,  are  definitely  erotic,  yet  only  the 
person  educated  in  this  field  would  suspect  it.  Since  the  infantile 
sex  trends  differ  so  markedly  from  those  normal  to  youth  and  to 
adults,  we  are  justified  in  assuming  that  they  undergo  a  definite 
evolution,  from  normal  infantile  to  normal  adult  forms. 

Sex,  if  rightly  understood,  does  not  concern  one  function  only ; 
it  permeates  the  whole  of  personality.  It  is  an  element  which 
enters  into  all  those  emotional  trends,  attitudes,  qualities,  tastes, 
and  preferences,  because  of  which  a  boy  differs  from  a  girl,  a  man 
from  a  woman.  Thanks  to  it,  the  boy  dreams  that  when  a  man 
he  will  be,  for  example,  a  famous  general  or  a  David  Livingstone ; 
the  girl,  a  social  leader  or  a  Florence  Nightingale.  The  efforts  a 
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person  makes  to  control  the  energy  of  his  libido  may  lead  to  the 
finest  character  development ;  his  failure  to  do  so,  to  the  worst.  To 
employ  the  sex  urge  as  an  elevating  force,  however,  requires  the 
formation  of  healthy  reactions  and  interests  very  early  in  the 
child’s  life,  long  before  he  knows  what  his  very  indefinite  sex  im¬ 
pulses  mean;  and,  later,  encouragement  to  abide  by  this  program. 

The  American  traveling  in  the  Far  East,  knowing  that  Oriental  society 
approves,  even  praises,  many  customs  which  to  him  seem  grossly  immoral, 
is  amazed  at  the  entire  absence  on  the  streets,  on  the  stage,  and  on  the 
“movie”  screen  of  anything  suggesting  salaciousness.  This,  in  large  degree, 
would  seem  to  be  evidence  of  a  widespread  lack  of  interest  in  sex  matters. 
And  this  is  easily  understood.  The  Hindu  boy,  for  illustration,  if  brought 
up  in  accordance  with  his  racial  customs  unmodified  by  contact  with  the 
West,  as  a  child  five  years  of  age  was  probably  permitted,  even  expected, 
to  watch  the  birth  of  his  younger  brothers  and  sisters.  The  story  that  “a 
stork  or  an  angel  brings  the  baby”  has  no  appeal  for  him.  Sleeping,  as  he 
does,  in  one  small  room  or  courtyard  with  all  of  his  large  family  group, 
which  includes  his  parents,  his  older  married  brothers  and  their  wives,  he 
never  develops  any  curiosity  concerning  the  marital  relation.  Permitted, 
even  encouraged,  by  his  religion  as  presented  to-day  in  the  temples  (for¬ 
merly,  this  may  not  have  been  true  of  that  religion),  and  therefore  not  dis¬ 
couraged  by  his  parents,  to  experiment  freely,  and  with  a  clear  conscience, 
in  all  sex  practices,  he  has  no  unsatisfied  libido,  and  therefore  no  repres¬ 
sions.  The  evolution  of  his  sex  trends,  biologically,  is  normal.  Since  physi¬ 
ologically  normal  sex  practices  to  him  are  so  familiar,  they  often  early  be¬ 
come  so  tiresome  and  uninteresting  that  he  deliberately  seeks  novel  experi¬ 
ences,  with  perversions  the  result.  In  China  and  Japan,  also,  no  religious  or 
family  taboos  restrain  the  child;  but  in  those  countries  parents  hold  up 
“manliness”  (the  “princely  character,”  as  described  by  Confucius,  but  in 
which  sexual  morality,  as  Westerners  understand  it,  is  a  not  at  all  con¬ 
spicuous  feature)  as  the  ideal  for  their  boys,  and  observe  sex  customs  based 
on  very  normal  physiology. 

The  Oriental  boy,  since  allowed  to  follow  his  sex  instincts,  would  seem 
neither  to  know  nor  to  care  much  about  sex  in  general.  To  him,  this  subject 
is  no  more  vested  with  secrecy,  mystery,  or  guilt  than  are  the  objects  of  his 
other  instinctive  trends.  Probably  the  average  American  boy,  whose  curi¬ 
osity,  abnormally  aroused,  led  him  to  investigate,  knows  a  great  deal  more 
than  the  Oriental  about  this  subject,  as  well  as  a  great  deal  “that  isn’t  so.” 
The  result  is  that  the  experiments  the  former  makes  in  this  field,  the  most 
of  them  purely  imaginative,  so  prevent  this  instinctive  urge  from  evolving 
along  normal  lines  that  when  he  is  mature  he  is  not  physiologically  quite 
normal,  nor  can  he  later  be  made  so.  Our  plea  is  not  that  American  parents 
should  see  to  it  that  their  children  become  as  sophisticated  as  are  the  Orien¬ 
tal  ;  that  is  quite  unnecessary.  But  we  would  urge  them  to  remember  that 
the  sex  urges  of  children,  while  positive  influences,  are  naturally  weak,  and 
easily  become  sublimated  by  sports,  by  nature  study,  by  striving  for  ideal 
goals,  etc. ;  also,  that  the  normal  child  prefers  that  this  happen.  The  fault 
is  with  those  parents  who  treat  sex  matters  as  “dirty,”  “naughty,”  or  mys¬ 
terious,  rather  than  as  normal  and  ennobling,  and  who  urge  self-control  with 
a  view  of  preventing  disaster,  rather  than  as  conducive  to  manliness. 

Among  the  various  sex  disturbances  we  plan  to  consider  are  the 
true  perversions  (page  233)  ;  sex  disturbances  arising  in  connec¬ 
tion  with  the  marked  physiological  disturbances  incident  to  puberty, 
the  menopause,  and  the  senile  period ;  those  due  to  early  disturb- 
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ances  in  the  evolution  of  the  libido ;  those  associated  with  the  neu¬ 
rotic  sex  character  (page  245)  ;  and  others,  clearly  of  adult  origin, 
which  rest  primarily  on  psychological  grounds:  on  fears,  either 
fostered  by  ignorance  or  aroused  by  malfunctions  resulting  from 
earlier  disturbances  within  the  sex  sphere ;  or  on  remorse,  because 
of  some  transgression  of  social  or  religious  taboos ;  etc.  All  of  the 
above  disturbances  of  the  libido  tend  greatly  to  lessen  the  possi¬ 
bilities  for  happy  married  life,  often  lead  to  general  social  ineffici¬ 
ency,  and  even  to  positive  illness.  Nevertheless,  so  great  is  the 
margin  of  safety  in  the  sex  sphere,  that,  notwithstanding  the  many 
possibilities  for  disturbances  of  this  function,  the  great  majority 
of  persons  grow  up  normally.  On  the  other  hand,  so  large  is  the 
number  of  known  sexual  perverts,  so  much  larger  the  number  of 
emotionally  handicapped  individuals  whose  troubles,  unconsciously 
to  them,  started  in  this  sphere,  and  so  very  large  is  the  percentage 
of  divorces  indirectly  based  on  unrecognized  sex  difficulties,  that 
the  medical  aspects  of  this  subject  deserve  serious  study. 

PARASEXUALITY 

Parasexuality,4  or  a  sex  perversion,  is  any  salacious  trend  or 
habit  which  tends  to  divert  from,  or  to  hinder  the  full  attainment 
of,  the  physiological  sex  aim.  Once  established,  it  tends  to  persist 
throughout  life.  While  the  presence  of  one  is  not  inconsistent  with 
otherwise  normal  physical  and  emotional  health,  yet  perversions 
often  present  interesting  associations  with  the  psychoneuroses. 

The  major  premise  of  the  psychoanalyst  is  that  while  for  most 
children  “the  stream  of  the  libido”  flows  on  unconsciously  and 
without  objective  manifestations,  at  puberty  to  enter  those  channels 
normal  to  the  adult,  yet  if  it  is  early  disturbed  it  may  continue 
throughout  life  in  its  infantile  form,  or  it  may  be  diverted  into  ab¬ 
normal  channels,  or  it  may  be  repressed ;  but  it  cannot  be  annulled. 
From  the  first  two  types  of  disturbances  arise  certain  sex  perver¬ 
sions;  if  repressed,  it  may  disappear  from  consciousness  and  yet 
remain  effective,  years  later  to  arise  in  symbolic  forms,  or,  still 
infantile  in  type,  to  enter  into  definite  conflict  with  adult  emotions. 
It  is  through  such  conflicts  that  certain  perversions  of  adults  (e.g., 
algolagnia,  both  masochism  and  sadism,  scatologic  interests,  etc.) 
arise,  and  that  impotence  and  frigidity  develop.  Other  results  of 
early  disturbances  of  the  sex  trends  are :  disturbances  of  personality 
development ;  physiological  sex  weakness ;  and  fears,  obsessions, 
etc.,  apparently  devoid  of  sex  content.  Since  in  most  children  all 
sex  trends  lie  more  or  less  latent,  or  are  so  weak,  transitory,  or 
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ambiguous  that  they  are  misunderstood  or  entirely  escape  detection, 
the  value  of  the  explanation  quoted  above  lies  largely  in  its  sug¬ 
gestiveness. 

Certain  perversions,  however,  do  not  allow  of  the  above  ex¬ 
planation.  Among  them,  the  masturbation  and  homosexuality  of 
those  adults  who  deliberately  chose  these  means  of  self-gratifica¬ 
tion  (page  232)  ;  erotic  fetichism,  a  perversion  which  would  seem 
most  often  to  result  from  an  accident  suffered  at  puberty ;  and  that 
homosexuality  which  would  seem  to  be  congenital  and  as  normal 
to  some  inverts  as  is  lefthandedness  to  others. 

And,  finally,  we  do  not  consider  as  evidence  of  a  perversion  the 
occasional  experiments  in  sex  gratification  which  some  occasionally 
make,  no  matter  how  disgusting  these  may  be,  unless  they  recur  as 
evidences  of  an  underlying  trend.  Also,  those  temporary  exag¬ 
gerations  of  the  sex  urge  which  occasionally  occur  at  puberty  or 
the  menopause  are  not  to  be  rated  as  perversions.  For  illustration, 
in  some  children  at  puberty  infantile  sex  impulses  become  very 
strong  and  lead  to  reprehensible  deeds ;  yet  in  a  short  time  this  be¬ 
havior  ceases  spontaneously,  later  to  be  forgotten. 

Scatologic  Interests. — As  Freud  showed,  the  pleasure  interests 
of  the  young  child  are  widely  diffused  over  several  so-called  eroto¬ 
genic  zones,  which  include  the  face,  especially  the  mouth,  the 
buttocks,  and  the  orifices  of  the  urethra  and  the  bowel.  Hence, 
the  attraction  for  infants  for  thumb-sucking;  the  danger  of  spank¬ 
ing  children;  etc.  As  the  child  grows  older  these  interests  nor¬ 
mally  become  more  sharply  focused  at  fewer  and  different  points, 
but  in  some  individuals  this  evolution  fails,  and  throughout  life 
their  sex  interests  remain  limited  to  zones  normal  only  during  child¬ 
hood.  The  child  certainly  takes  a  lively  interest  in  his  bodily  func¬ 
tions  and  resents  any  interference  with  such  strictly  personal  mat¬ 
ters  (page  263).  Also,  he  without  doubt  gains  some  pleasure 
when  urinating  and  defecating,  and  still  more  by  retaining  the  con¬ 
tents  of  the  bowel  and  bladder.  That  these  interests  should  be¬ 
come  sexual  in  nature  is  natural,  both  on  anatomical  grounds  and 
because,  unfortunately,  American  parents  too  often  include  them 
all  in  the  same  modesty  taboo.  Such  scatologic  interests  may  be 
regarded  as  a  phase  of  normal  development  up  to  the  time  of 
puberty,  then,  usually,  they  soon  fade  away  or  become  converted 
into  useful  interests.  They  may,  however,  persist  as  active  per¬ 
versions,  serve  as  foundations  of  psychoneurotic  sex  character 
traits,  interfere  greatly  with  matrimonial  happiness,  and  explain 
many  cases  of  rectal  constipation  (page  153)  and  of  irritable  blad¬ 
der.  Not  infrequently  these  interests  so  dominate  the  patients  that 
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they  become  recluses,  made  so,  for  example,  by  the  incessant  urge 
to  micturate. 

Exhibitionism  is  in  childhood  a  common  symbolic  manifesta¬ 
tion  of  the  sexual  impulse;  that  is,  a  kind  of  vicarious  mastur¬ 
bation.  It  persists  in  some  adults,  serving  them  as  the  equivalent 
of  rape,  the  man  gaining  sex  pleasure  from  the  stimulus  of  the 
shock  which  his  act  gives  to  a  child  or  young  woman.  In  persons 
past  middle  life  of  high  character  and  unimpeachable  morality,  this 
impulse  sometimes  appears  temporarily  during  periods  of  nervous 
exhaustion ;  but  in  some  fairly  young,  highly  intelligent  men  with 
a  neuropathic  heredity,  it  is  a  fixed  and  irresistible  obsession.  On 
the  other  hand,  that  form  of  exhibitionism  so  often  seen  in  chronic 
alcoholism,  during  some  phases  of  epileptic  seizures,  and  in  the 
earlier  stages  of  various  forms  of  insanity,  general  paresis  in  par¬ 
ticular,  is  not  evidence  of  a  sex  perversion. 

Algolagnia. — Children  also  are  not  loath  to  inflict  pain,  and 
often  gain  pleasure  from  its  infliction  upon  themselves.  These 
are  the  embryo  trends  of  the  adult  perversions,  sadism  and  maso¬ 
chism,  which  when  practiced  as  independent  sex  aims  become  the 
most  dangerous  of  all  sex  perversions. 

Masturbation. — The  normal  child  is  as  curious  about  himself 
as  he  is  about  the  world  in  general,  and  is  willing,  despite  the  rules 
of  his  elders,  to  “try  anything  once.”  These  characteristics  often 
lead  him  to  masturbate  (page  231),  undoubtedly  the  most  common 
of  the  sexual  practices  of  childhood,  and  certainly  the  one  which 
worries  parents  most.  There  is  no  age  at  which  it  does  not  occur. 
Infants  under  two  years  of  age  may  practice  it,  and  most  normal 
children  probably  do  so  occasionally,  and  especially  if  the  act  is 
stimulated  by  some  physical  irritation  (such  as  uncleanliness, 
worms,  tight  clothing,  etc.).  Nevertheless,  those  with  good  ner¬ 
vous  inheritance  soon  stop  it,  or  will  promptly,  if  merely  told  that 
it  is  “not  manly.”  Indeed,  most  normal  children  actually  cannot 
be  trained  in  this  practice,  not  even  by  companions  who  make 
every  effort  to  do  so.  On  the  other  hand,  children  with  an  in¬ 
herited  or  acquired  nervous  predisposition,  and  especially  those 
mentally  defective,  acquire  this  habit  easily  and  become  incorrigible 
masturbators. 

The  evil  of  this  habit,  if  practiced  in  moderation  by  children 
who  otherwise  are  normal,  has  been  greatly  exaggerated.  It  cer¬ 
tainly  is  in  some  degree  harmful,  since  it  gives  rise  to  unconscious 
phantasies,  serves  as  a  point  of  fixation  for  the  narcissistic  tend¬ 
ency  (narcissism  is  not  selfishness  but  the  taking  of  self  as  the 
sex  object),  and  deflects  from  the  normal  sex  aim.  Nevertheless, 
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fairly  normal  children  are  not  made  '‘nervous”  by  this  practice ;  it 
is  the  nervous  child  who  practices  it.  If  indulged  in  excessively, 
however,  it  produces  hyperirritability  of  the  cord  centers  involved, 
and  explains  some  of  the  sexual  anesthesia  of  adults.  Children  of 
a  psychopathic  make-up  often  suffer  much  more  severely,  yet  not 
as  a  direct  result  of  the  practice  itself,  but  because  of  psycho¬ 
neurotic  states  resulting  from  the  remorse  and  fear  aroused  by  the 
warnings  and  threats  which  they  have  received  because  of  it.  The 
child  punished  for,  or  badly  advised  concerning,  this  habit  de¬ 
velops  a  feeling  of  inferiority,  of  guilt,  of  perversion;  his  self- 
confidence  is  diminished;  he  withdraws  himself  from  the  normal 
activities  of  his  friends.  In  other  words,  both  the  habit  itself  and, 
more  important,  the  attitude  of  his  parents  towards  it  subtly 
injure  his  personality. 

The  masturbation  of  adults  often  is  accompanied  by  other 
sexual  abnormalities.  Also,  often  it  appears  as  a  symptom  of 
those  transient  states  of  sexual  excitation  seen  in  some  of  the 
psychoses,  as  schizophrenia.  As  a  persistent  habit  it  is  common 
among  the  insane  and  those  of  reduced  mentality.  The  more  nor¬ 
mal  adults  who  practice  it  usually  do  so  originally  because  of  emo¬ 
tional  unstability,  which,  however,  it  does  not  seem  to  increase. 
In  them,  contrary  to  the  general  belief,  it  does  not  produce  im¬ 
potence,  even  though  begun  in  early  childhood  and  practiced  for 
years.  Also,  the  serious  symptoms  so  often  ascribed  to  it  are 
present  in  just  as  marked  degree  in  psychoneurotic  individuals  who, 
there  is  reason  to  believe,  have  never  acquired  the  habit. 

The  Oedipus  Complex. — Children  early  choose  the  one  of 
their  parents  whom  they  love  and  the  one  whom  they  fear.  Thus, 
say  the  psychoanalysts,  arises  the  Oedipus  complex  (page  262),  a 
phase  of  emotional  development  normal  to  many  children  and  usu¬ 
ally  not  detectable  except  by  the  expert,  but  which,  if  encouraged 
by  the  patient,  may  persist  and  develop  into  endless  harmful  com¬ 
binations.  In  some  children  this  complex  becomes  so  important 
that  “on  their  success  in  the  struggle  to  emancipate  themselves 
from  its  influence  depends  their  freedom  to  apply  themselves  to 
society  in  general  and  its  demands.” 

During  puberty,  one  of  a  mother’s  hardest,  yet  very  important, 
duties  is  not  to  allow  her  son  to  continue  too  closely  attached  to 
her,  but  to  encourage  his  proper  intimacy  with  suitable  girls  of  his 
own  age.  The  tender  devotion  of  the  son  during  his  youth  and 
young  adult  life  to  his  mother,  to  the  exclusion  of  younger  women, 
may  seem  beautiful,  but  it  is  abnormal. 
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It  seems  cruel  to  criticize  the  mother  who  weeps  tenderly  as  she  says  that 
her  son  has  shared  all  his  confidences  with  her,  and  that  every  single  day  of 
his  four  years  in  college  has  written  her  a  long  letter.  Nor  is  there  advan¬ 
tage  in  doing  so,  for  the  harm  has  already  been  done.  That  son,  even  after 
her  death,  and  no  matter  how  well  he  may  marry,  is  not  likely  to  have  a 
satisfactory  married  life.  She  has  already  ruined  that  possibility.  Because 
of  her  attitude  towards  him  she  probably  also  has  injured  her  daughters’ 
prospects  of  happy  marriages,  since  they  very  likely  have  already  developed 
a  strong  masculine  protest  (page  31 1). 

Erotic  Fetishism. — The  diversion  of  the  sex  impulse  from  its 
normal  course  of  evolution,  and  its  linking  to  an  object  or  action 
which  normally  has  little  or  no  sexual  significance,  results  in  sexual 
symbolism.  This,  in  mild  grade,  however,  is  an  almost  normal 
sex  trend ;  as,  for  illustration,  the  attraction  the  soldier’s  uniform 
has  for  the  girl,  the  nurse’s  uniform  for  the  young  man.  Many  a 
normal  lover  becomes  especially  attached  to  some  individual  feature 
or  possession  of  the  woman  of  his  choice,  as  her  hair,  her  hand, 
her  foot,  her  glove,  shoe,  or  handkerchief.  When,  however,  any 
part  of  the  physical  body  or  any  inanimate  object  has  acquired 
sufficient  symbolic  significance  that  it  alone  and  of  itself  can  more 
or  less  satisfy  the  subject’s  sexual  passion,  pathological  fetishism 
exists.  Such  usually  arises  at  the  time  of  puberty,  during  a  period 
of  strong  sexual  excitement,  as  the  result  of  an  accidental  contact 
with  the  object  which  later  becomes  the  fetish. 

Pathological  fetishism  is,  perhaps,  the  commonest  of  all  sexual 
perversions.  In  its  severe  grades,  seen  in  persons  of  pronounced 
neuropathic  temperament,  it  may  completely  inhibit  the  normal 
trend  and  also  may  lead  to  definitely  criminal  offenses,  as  the  cut¬ 
ting  off  of  girls’  hair,  or  theft  (erotic  kleptomania). 

One  explanation  of  this  erotic  kleptomania  is  that  the  fetish  (e.g.,  a  silk 
handkerchief  or  a  glove)  tends  gradually  to  lose  its  power,  but  this  can  be 
enhanced  by  the  excitement  involved  in  the  act  of  stealing  another  like  it. 
Such  kleptomania  differs  from  the  more  common  form  in  that  there  is  clear 
motive  for  the  theft.  The  Freudians,  however,  maintain  that  all  forms  of 
kleptomania  are  manifestations  of  erotic  symbolism. 


INVERSION— HOMOSEXUALITY 

Under  homosexuality  should  not  be  included  the  majority  of  the 
more  or  less  romantic  friendships  among  boys,  and  those  much 
more  common  among  girls,  or  between  girls  and  women  older  than 
themselves,  even  though  these  lead  to  definite  sexual  gratifications ; 
for  in  the  majority  of  such  cases  these  are  expressions  of  a  purely 
sentimental  devotion  and  have  only  a  vague  sensual  tinge,  are 
temporary,  are  seldom  vicious,  and  are  corrected  by  advice  alone. 

Origin. — According  to  the  opinion  of  some  psychopathologists, 


238  Disturbances  Within  the  Sex  Life 

all  normal  children  pass  through  a  transitory  homosexual  period, 
but  one  so  slight  that  it  is  easily  overlooked.  On  the  failure  of 
this  trend  properly  to  evolve  into  one  which  is  heterosexual,  de¬ 
pends,  they  say,  the  homosexuality  of  adult  life.  Its  permanence, 
they  believe,  can  be  determined  with  certainty  only  after  the  age 
of  twenty-five  has  been  reached.  In  favor  of  this  interpretation, 
is  the  clinical  observation  that  in  adults  inversion  often  is  asso¬ 
ciated  with  other  sexual  abnormalities,  as  sadism,  masochism, 
fetishism,  etc.  Among  most  young  children,  however,  hetero¬ 
sexuality  is  the  rule ;  but  a  few  do  show  invert  trends.  The  ma¬ 
jority  of  these  latter,  it  is  believed,  have  suffered  from  marked 
feelings  of  inferiority  because  of  an  inferior  position  in  the  family, 
as  a  reaction  to  which  they  develop  marked  exhibitionism,  masquer¬ 
aded  as  the  other  sex,  and  some  of  these  remain  homosexual.  In 
a  few  children,  also,  this  trend  becomes  more  or  less  pronounced 
at  puberty  and  yet  soon  corrects  itself.  In  others,  however,  true 
inversion,  partial  or  complete,  is  a  congenital  characteristic  un¬ 
mistakably  '  present  during  early  childhood  and  constant  through¬ 
out  life.  Some  writers  (Adler)  recognize  in  women  a  form  of 
homosexuality  (as  well  as  of  other  abnormal  sex  abnormalities) 
which  becomes  evident  in  early  adult  life,  which  he  explains  as 
due  to  excessive  will  to  power,  the  so-called  “masculine  protest.,, 
Persons  thus  conditioned  seek  for  uniqueness  and  distinction  (at 
least  this  is  the  impression  they  give  when  describing  themselves 
to  their  doctors)  ;  claim  that  to  belong  to  the  “third  sex”  is  to 
be  among  the  “elect.”  These  certainly  do  not  desire  treatment. 

Acquired  Inversion. — Some  make  a  distinction  between  true 
and  acquired  inversion,  and  consider  the  latter  to  be  the  more 
common  type.  Others  deny  this,  and  maintain  that  all  of  the 
patients  with  so-called  acquired  inversion  congenitally  are  partial 
inverts,  and  cite  in  favor  of  this  opinion  the  common  observations 
that  homosexuals  who  live  in  a  social  environment  favorable  to 
heterosexuality  are  not  influenced  by  it,  and  that  heterosexual  men, 
as  sailors,  who  practice  homosexuality  during  the  long  periods  of 
time  that  they  are  entirely  separated  from  the  society  of  women, 
do  not  become  permanently  homosexual.  In  at  least  two  groups 
of  individuals,  however,  inversion  would  seem  to  be  truly  acquired  : 
in  elderly  men,  as  an  evidence  of  senile  involution;  and  among 
large  numbers  of  young  Orientals,  who,  sated  from  childhood  with 
normal  sex  relations,  adopt  this  in  their  deliberate  search  for 
novel  sensations. 

Complete  congenital  sexual  inversion  many  believe  not  to 
be  pathological,  but  an  anomaly,  an  inborn  variation.  Like  left- 
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handedness  and  color  blindness,  for  persons  thus  conditioned 
homosexuality  is  the  normal  impulse.  Such  inversion  may  be 
partial  or  complete;  it  may  not  appear  until  adult  life  (retarded 
inversion).  If  partial,  the  individual  may  in  some  degree  acquire 
normal  sex  habits  (bisexual  attraction).  The  complete  invert  has 
the  same  feeling  of  modesty  towards  the  same  sex  that  the  “nor¬ 
mal”  person  has  for  the  other,  and  often  in  an  exaggerated  man¬ 
ner.  Many  of  them  do  not  become  aware  of  their  trend  until 
they  pass  pubescence,  and  then  discover  it  almost  by  accident. 
Many  are  not  at  all  obsessed  by  it;  the  majority  never  yield  to  it. 

Sexual  inversion,  whatever  its  origin,  is  the  most  common  of 
all  the  fully  developed  anomalies  of  the  sexual  impulse  seen 
in  adults.  An  estimate  has  been  made  that  well  over  two  percent 
of  the  general  population  are  inverts,  and  that  this  proportion  is 
practically  the  same  among  all  races.  That  inverts  maintain  a 
well-organized  social  life  of  their  own  is  well  known.  The  known 
cases  of  it  are  particularly  common  among  individuals  who  are 
far  above  the  average  in  ability  and  character.  In  fact,  there 
would  seem  to  be  some  relationship  between  it  and  genius.  The 
great  majority  of  cases,  however,  probably  are  not  discovered, 
since  few  persons  of  their  caliber  would  seek  professional  advice 
for  this,  although  it  well  may  explain  a  few  of  the  occasional 
unexplained  suicides  of  persons  of  great  ability. 

There  are  no  external  signs  by  which  the  invert  may  be  recog¬ 
nized.  “Effeminacy,”  “self-consciousness,”  emotional  instability, 
vanity,  fondness  of  jewelry  and  adornment,  are  common  in  neu¬ 
rotic  people  who  are  not  at  all  homosexual.  That  sexual  promis¬ 
cuity  may  be  an  early  manifestation  of  homosexuality  is,  we  feel, 
too  often  forgotten.  While  the  high-minded  invert  who  does  not 
marry  leads  a  life  of  asceticism,  others  with  this  trend  will  go 
from  partner  to  partner  of  the  opposite  sex,  “trying  each  person 
once”  (the  Don  Juan  complex),  but  never  satisfied,  until  finally 
they  discover  what  their  real  trend  is,  and  then  contentedly  settle 
down  to  homosexual  practices. 

Treatment  of  Sex  Perversions. — One  of  the  most  important 
problems  of  parents  is  so  to  direct  the  child’s  life  and  so  to  fill 
his  mind  with  ideas,  ideals,  and  activities  that  there  will  be  as 
little  room  as  possible  left  for  sex  interests  and  sex  habits.  An¬ 
other,  is  so  to  satisfy  his  natural  curiosity  that  sex  consciousness 
will  not  be  aroused.  Some  sex  interests  there  will  be;  normally, 
there  must  be.  The  sex  impulse  is  not  “low,”  “unclean,”  “animal 
in  nature,”  which  “in  the  interests  of  good  character  formation 
should  be  suppressed  and  repressed.”  This  function  is  normal ;  to 
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repress  the  energies  involved  in  its  trends  is  distinctly  dangerous ; 
to  direct  this  along  normal  channels  and  sublimate  all  of  its  excess 
to  higher  aims,  however,  makes  possible  the  highest  of  spiritual 
attainment.  If  parents  from  the  first  give  simple,  straightforward 
replies  to  the  child’s  natural  questions  regarding  sex,  answering 
them  just  as  he  asks  them,  without  enlarging  on  the  subject  and 
without  any  display  of  secrecy  or  embarrassment,  they  would  be 
surprised  how  few  these  questions  are  and  with  what  meager  in¬ 
formation  he  is  satisfied.  His  wish  to  know  certain  elementary 
facts  about  reproduction  usually  is  evidence  merely  of  his  natural 
desire  for  information  about  life  in  general,  and  has  no  erotic 
tinge  to  it  whatever.  The  “blissful  ignorance”  of  children  whose 
questions  are  hushed  up  and  whose  curiosity  is  thereby  aroused  is 
a  myth  (page  232). 

The  child  with  a  good  nervous  inheritance,  and  well  trained, 
has  the  chance,  in  the  absence  of  unavoidable  accidents,  to  enjoy 
prolonged  sexual  unconsciousness,  provided  he  avoids  evil  com¬ 
panions,  lives  a  simple  life,  eats  plain  food,  takes  cold  baths, 
avoids  all  violent  physical  and  mental  excitation,  has  abundant 
occupation,  ample  exercise  in  the  open  air,  and  sleeps  well.  When 
correcting  children  for  salacious  behavior,  adults  should  appeal  to 
their  manliness,  to  cleanliness,  etc.,  but  should  be  careful  never  to 
emphasize  the  possible  sexual  aspects  of  any  of  their  acts,  for  by 
so  doing  they  render  conscious  to  the  child  his  own  sex  instincts. 
If,  however,  his  sexual  impulses  have  once  entered  into  conscious¬ 
ness,  these  rules  of  hygiene  will  lose  much  of  their  effectiveness. 

In  the  treatment  of  the  perversions,  and  of  masturbation 
especially,  an  appeal  to  manliness  made  without  too  much  emotional 
display  on  the  part  of  the  parent  usually  is  enough  to  stop  these 
practices  in  fairly  normal  children.  Masturbation  in  those  ner¬ 
vously  predisposed  is  best  treated  by  preventative  hygiene.  The 
child’s  bed  should  not  be  too  soft,  nor  the  bedclothes  too  heavy. 
He  should  not  drink  much  fluid  before  bedtime,  since  a  distended 
bladder  tends  to  cause  sexual  excitement;  also,  and  for  a  similar 
reason,  the  bowels  should  be  kept  open.  The  mother  should  train 
him  to  sleep  with  his  hands  outside  the  covers.  She  should  be 
sure  the  child  is  sleepy  on  going  to  bed  and  should  get  him  up  in 
the  morning  as  soon  as  he  is  fully  awake.  If  he  does  so  at  an 
inconveniently  early  hour,  some  simple  toys  should  be  at  hand  for 
him  to  play  with.  Certainly  no  attempt  should  be  made  to  frighten 
children  concerning  this  habit,  since  the  dangers  usually  pointed 
out  to  them  are  either  untrue  or  are  greatly  exaggerated,  while 
scolding  and  severe  punishment  usually  do  more  harm  than  good. 
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The  mother  of  such  a  child  early  should  win  his  confidence  con¬ 
cerning  sex  matters,  should  use  persuasion,  should  appeal  to  his 
manliness  and  sense  of  cleanliness,  should  encourage  diversion 
through  play  and  work,  and  should  arouse  other  interests  likely  to 
make  him  forget  this  habit.  Mechanical  restraints  are  usually 
harmful.  Bromides  before  retiring  are  of  value,  especially  when 
sexual  irritability  is  a  feature  of  the  child’s  psychoneurotic  state. 

The  treatment  of  the  homosexual  child  and  adult  presents 
problems  which  are  very  difficult.  The  wise  parents  of  Christian 
countries  are  careful  to  train  their  children  from  early  life  to 
abstain  from  definitely  salacious  practices  with  those  of  the  other 
sex.  One  good  result  of  this  practice  is  that  it  tends  to  keep  in 
the  consciousness  of  the  heterosexual  child  the  struggle  for  the 
control  of  this  primitive  urge.  Parents,  however,  seem  oblivious 
of  the  fact  that  each  child  has  at  least  a  “one  in  fifty”  chance  of 
being  an  invert,  and  so  should  be  carefully  trained  in  chivalry  to¬ 
wards  the  same  sex  also.  He,  therefore,  fails  to  gain  a  like  con¬ 
sciousness  of  his  urge  from  that  training  which  helps  his  brothers 
and  sisters.  This  may  be  justification  for  the  claim  which  homo¬ 
sexual  individuals  make  that  some  of  their  reprehensible  acts  are 
both  involuntary  and  unconscious. 

A  clergyman  who  during  the  first  thirty  years  of  his  ministry  enjoyed  the 
affection  of  his  several  congregations  and  the  highest  respect  and  admiration 
of  his  ministerial  brothers,  suddenly,  when  past  fifty  years  of  age,  came  to 
disgrace  through  his  homosexual  trend.  For  a  short  time  preceding  his 
exposure,  he  had  made  it  a  practice  to  keep  his  arms  folded  when  in  crowds 
of  men,  so  strong  was  his  impulse  to  handle  them.  On  several  occasions  he 
forgot  this  precaution,  and  his  acts  led  to  his  undoing.  His  strong  homo¬ 
sexual  trend  dated,  he  knew,  to  his  fifth  year  of  age.  He  insisted  that  his 
questionable  acts  were  involuntary  and  quite  unconscious ;  that  of  them  he 
had  no  recollection.  A  similar  claim  by  a  heterosexual  man  who  behaved 
in  a  similar  way  toward  the  women  of  a  crowd  would  receive  little  credence, 
and  yet  we  were  inclined  to  accept  in  some  degree  the  statement  of  this 
patient,  on  the  ground  that  certain  primitive  instincts,  to  him  normal,  had 
not  through  early  training  been  brought  clearly  enough  into  consciousness. 

The  adult  invert  may  worry  little  or  not  at  all  over  his  sexual 
anomaly  and  refuse  treatment  on  the  ground  that  for  him  his  con¬ 
dition  is  normal ;  others,  because  of  it,  becomes  neurasthenic,  sen¬ 
sitive,  emotional,  and  develop  anxiety  states.  These  can  be  much 
benefited  by  the  ordinary  treatment  of  neurasthenia  (page  301), 
which  will  build  up  their  general  health,  and  by  that  psychotherapy 
which  will  allay  their  anxiety  and  aid  them  to  accept  their  ab¬ 
normality.  The  wisdom  of  attempting  to  direct  into  conventional 
channels  their  unusual  sex  impulses  is  doubted,  since  the  very 
effort  would  be  unfavorable  to  stability  of  character,  and  the  result 
probably  failure.  Certainly  hypnosis,  psychoanalysis,  etc.,  would 
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seem  to  have  proved  of  little  service,  if  the  perversion  is  strongly 
rooted.  Completely  inverted  individuals  resent  the  ever  ready  sug¬ 
gestion  of  the  laity  that  they  should  marry.  This  is  fortunate, 
since  marriage  would  probably  intensify  the  inversion  and  lead  to 
reckless  crime  or  to  suicide.  The  best  philosophy  for  them  is  to 
remain  single,  to  make  no  attempt  to  become  normal,  and  yet  to 
control  as  best  they  can  their  unusual  desires.  Fortunately,  their 
sexual  impulse  is  seldom  strong  and  is  easily  sublimated,  especially 
in  social  and  philanthropic  work  among  the  young  of  the  same  sex. 

For  the  partial  invert,  marriage  may  sometimes  be  recommended 
if  based  on  mutual  affection  and  a  strong  desire  for  social  com¬ 
radeship,  but  only  if  to  a  refined  intelligent  person  of  the  opposite 
sex,  who  is  not  too  young,  who  is  of  that  type  which  in  the  same 
sex  would  appeal  to  the  invert  (Mool’s  associational  therapy),  and 
who,  accurately  informed  in  advance,  is  thoroughly  satisfied  with 
the  prospective  relationship. 

SEX  PERVERSIONS  AND  THE  PSYCHONEUROSES 

In  adults,  sex  perversions  of  all  varieties,  and  in  complete,  par¬ 
tial,  mixed  and  transitional  forms,  are  common,  any  one  of  which 
may  be  the  sole  abnormality  of  the  individual.  Perversions  are  not 
evidences  of  willful  depravity,  for,  once  developed,  they  persist 
independent  of  the  patient’s  moral  principles.  The  latter  can  only 
influence  his  attitude  towards  them,  but  can  rarely  abolish  them  or 
even  lessen  their  strength.  In  some  cases  the  appearance  of  the 
perversion,  as  well  as  variations  in  its  force,  show  a  periodic 
character,  present  for  a  few  days  and  then  again  making  room 
for  more  normal  impulses.  Frequently  they  become  evident  only 
when  the  patient  is  greatly  exhausted  or  under  the  effect  of  al¬ 
cohol.  They  are  not  rare  in  psychotic  states.  Their  appearance 
in  elderly  persons  previously  free  from  them  is  unmistakable  evi¬ 
dence  of  retrogression. 

Sexual  perversions  are  not  of  necessity  related  to  the  psycho¬ 
neuroses.  Men  emotionally  quite  stable  and  with  social  adjust¬ 
ments  eminently  satisfactory  may  show  extreme  perversions. 
Nevertheless,  the  man  disgusted  with  himself  or  worried  because 
of  the  presence  of  one  of  them  may,  on  this  account,  become 
psychoneurotic;  while  the  one  originally  psychasthenic  who  de¬ 
velops  one,  which  he  seldom  does,  may  suffer  severely.  As  men¬ 
tioned  on  page  236,  the  chief  injury  from  masturbation  suffered 
by  a  psychoneurotic  child  is  the  result,  not  of  the  perversion,  but 
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of  apprehension  aroused  by  the  warning  he  received  from  his 
elders  because  of  it. 

Many  serious  psychoneurotic  states  result  from  the  very  unfor¬ 
tunate  attitude  of  American  parents  to  the  sex  life  of  their  chil¬ 
dren  (page  231),  and  their  unwillingness  to  discuss  this  topic  with 
them  freely  when  the  latter  present  it  to  them.  The  normal  child, 
refused  reasonable  answers  to  his  perfectly  natural  questions,  takes 
matters  into  his  own  hands  and  from  improper  sources  soon  gains 
a  much  more  dangerous  education.  The  overconscientious  child 
denied  such  information,  on  the  other  hand,  accepts  the  sex  taboo 
at  adult  valuation,  is  horrified  by  any  mention  of  this  subject,  and 
yet  resents  the  withholding  of  information.  He  feels  that  some 
unknown  penalty  awaits  his  reference  to  it.'  Since,  of  all  his  inter¬ 
ests,  sex  alone  is  invested  with  dread  and  shame,  he  retreats  within 
himself  to  deal  with  its  mysteries  in  his  own  way.  He  becomes 
tormented  by  half-conscious  phantasies  which  remain  in  the  un¬ 
conscious  throughout  life  and  which  later  will  not  be  altered  by 
his  adult  knowledge  and  experience.  The  fear  and  shame  incul¬ 
cated  by  such  sex  taboo  early  becomes  so  strong  that  thoughts 
about  sex  cannot  be  admitted  to  consciousness.  The  fear  attached 
to  them,  however,  does;  and,  since  without  an  object,  it  attaches 
itself  to  something  which  symbolizes  its  original  cause.  So  it  is 
that  some  psychoneuroses  later  come  into  existence.  In  them,  the 
anxiety  is  the  primary  factor,  and  some  failure  in  sex  life  the  log¬ 
ical  result.  This,  the  “anxiety  hysteria”  of  Freud,  is  now  con¬ 
sidered  to  be  merely  an  anxiety  state  (page  316),  yet  it  is  one  never 
present  when  the  sex  life  is  running  smoothly  (Culpin). 

In  some  cases,  however,  the  relationship  between  the  perversions 
and  the  psychoneuroses  is  close,  although  they  seldom  co-exist  in 
the  same  individual.  Indeed,  they  would  seem  to  be  alternative 
conditions — either  one  or  the  other  may  appear.  For  this  reason, 
perversions  have  been  called  the  “positives”  of  psychoneuroses. 
That  is,  unconscious  sex  phantasies  may  express  themselves  posi¬ 
tively  in  active  abnormal  sexual  behavior  (that  is,  as  a  perversion)  ; 
or  negatively,  either  as  such  passive  states  as  impotence,  frigidity, 
etc.,  or  symbolically,  in  some  psychoneurotic  illness. 

SUBLIMATION— SEX  CHARACTER 

On  the  successful  sublimation  of  the  sex  instinct  depends,  in 
large  degree,  for  each  individual  the  possibility  of  a  well-rounded 
personality  development  and  high  spiritual  attainment ;  for  society. 
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the  finest  type  of  civilization  and  the  best  of  its  culture.  Subli¬ 
mation,  however,  is  a  process  which  must  be  started  early  in  life. 

To  one  custom  of  the  Orient  in  general  we  would  call  particular  attention. 
The  young  men  of  these  peoples  probably  receive  little  or  no  censure  when 
frankly  immoral,  but  they  would  not  presume  merely  to  kiss  or  fondle  one 
of  the  other  sex.  That  simply  isn’t  done.  Even  in  married  life,  kissing  is 
reserved  for  the  marriage  relation  alone,  and  its  practice  in  public  is  con¬ 
sidered  definitely  obscene.  This  is  one  reason  why  the  American  “movies" 
with  their  love  incidents  are  not  particularly  popular  either  in  India  or 
China,  and  have  been  practically  excluded  from  Japan,  not  because  such 
scenes  are  judged  to  be  immoral  (that  argument  would  scarcely  interest  the 
Oriental),  but  because  to  these  peoples  they  are  either  inane,  or,  as  in  Japan, 
are  considered  socially  and  physically  injurious.  That  episode  in  scenarios 
which  does  please  Oriental  common  crowds  is  not  the  screen  kiss,  nor  the 
salacious  episode,  not  the  nude  spectacle,  but  the  “close  up,"  long-drawn-out, 
of  a  woman  or  man  slowly  strangling  or  torturing  another. 

Ask  the  Chinese  or  Japanese  physician  for  the  philosophy  behind  their 
age-old  taboo  of  minor  heterosexual  activities,  and  he  will  say,  “That  is  our 
custom."  Press  them  for  a  better  answer,  and  they  probably  will  attribute 
it  to  the  influence  of  Buddhism  or  Confucianism.  How  it  originally  arose, 
however,  is  of  less  importance  than  the  fact  that  for  at  least  twenty-four 
centuries  it  has  ruled  in  the  life  of  Chinese,  and  for  at  least  thirteen  in  that 
of  Japanese,  and  undoubtedly  has  preserved,  as  nothing  else  could,  the  virility 
of  the  men ;  and,  we  believe,  not  necessarily  at  the  price  of  gross  immorality, 
or  of  the  subordination  of  women.  Americans  little  realize  the  evils  which 
indirectly  follow  their  tolerance  in  this  matter  (page  247). 

As  stated  above,  sex  disturbances  may  arise  because  of  many 
factors,  but  the  majority  of  them  develop  in  connection  with  the 
early  direction  of  the  libido  and  with  the  conditioned  reflexes  de¬ 
veloped  in  connection  with  its  early  control.  Depending  on  this 
direction  and  on  these  reflexes,  whether  good  or  unfavorable,  there 
begins  to  develop  during  childhood  for  each  individual,  and  inde¬ 
pendently  of  any  psychoneurotic  trends,  a  “personality  sex  pat¬ 
tern,”  which  expresses  itself  in  the  manner  in  which  the  sex  libido 
unconsciously  manifests  itself.  This,  which  some  call  the  “sex 
character,”  continues  practically  unchanged  throughout  life,  re¬ 
gardless  of  later  individual  efforts  and  of  treatment. 

Of  sex  characters,  modern  psychopathologists  1  recognize  two 
distinct  types:  the  genital  (normal)  character,  and  the  neurotic 
character,  two  terms  which  are  strictly  technical.  It  should  be 
remembered,  however,  that  these  are  not  two  distinct  types,  but 
are  extremes  in  the  perfection  of  the  evolution  of  the  sex  urge. 
Between  them,  are  found  all  possible  gradations. 

The  normal  (genital)  sex  character,  these  psychopathologists 
say,  is  that  of  the  person  who,  unconsciously  to  himself,  but  thanks 
to  his  heredity,  to  the  experiences  of  his  childhood,  and  to  the  ex¬ 
cellent  guidance  he  then  received  from  his  elders,  has  largely  re¬ 
solved  his  instinctive  urges.  In  him,  the  sexual  trends  normal  to 
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his  childhood  have  disappeared,  having  evolved  properly  into  those 
of  adult  life ;  and  his  libidinous  strivings  are  directed  with  satisfac¬ 
tion  to  heterosexual  goals.  His  sublimation  is  highly  successful 
and  permanent.  That  is,  his  libido  flows  easily  and  freely,  and, 
for  the  most  part,  to  nonsexual  ends.  Only  occasionally  is  he  con¬ 
scious  that  he  has  libido. 

The  neurotic  sex  character  is  that  of  the  person  who  through¬ 
out  life  is  tormented  by  the  persisting  instinctual  sexual  trends  of 
childhood.  He  has  adult  desires  but  childhood  trends,  and  the  con¬ 
flict  between  these  two  disturbs  and  partially  defeats  his  every  sex 
relation.  If  unmarried,  he  often  feels  that  in  sex  activities  he 
might  find  relief ;  if  married,  and  no  matter  how  fortunately  he 
may  be,  he  always  finds  himself  incapable  of  entirely  normal  sex 
emotions  and  feels  that  the  fault  lies  with  his  life’s  partner  and 
that  elsewhere  he  might  find  happiness.  In  both  cases  he  is  wrong. 
His  efforts  both  in  licit  and  illicit  sex  activities  are  always  attended, 
in  the  first  case  with  a  feeling  of  dissatisfaction,  in  the  latter  with 
one  of  guilt,  which,  combined  with  the  above-mentioned  mental 
conflicts,  reduce  his  potency  and  drive  him  to  extreme  narcissistic 
compensations.  As  a  result,  he  either  becomes  ascetic  or  sexually 
very  abstemious,  because,  as  he  believes,  but  wrongly,  of  his  “high 
ideals  of  morality,”  or,  “of  consideration  for  his  wife” ;  or,  he  be¬ 
comes  definitely  immoral. 

For  him,  an  adequate  sublimation  of  the  libido  to  high  social  aims 
(business,  art,  philanthropy,  religion,  etc.)  is  never  complete,  but 
takes  a  spasm-like,  convulsive  form.  If  high-minded,  he  tends  in 
every  sphere  of  his  life  to  be  very  prejudiced,  very  unreasonable; 
in  his  religious  life,  very  fanatical.  Also,  his  unsublimated  libido 
expresses  itself  as  sexual  phantasies  which  insistently  torment 
him.  To  consume  this,  he  works  furiously  in  his  occupation,  in 
art,  as  a  social  reformer,  as  a  religious  enthusiast ;  but  in  these  he 
never  quite  finds  peace.  Finally,  his  free  (i.e.,  unsublimated) 
libido  tends  to  accumulate  in  force  and  to  express  itself  symboli¬ 
cally  in  illness ;  that  is,  a  psychoneurosis  results.  If,  on  the  other 
hand,  he  gives  up  his  fight  for  purity  and  turns  to  an  immoral  life, 
his  state  becomes  even  worse,  since  those  of  his  infantile  impulses 
which  have  remained  firmly  fixed  will  not  find  gratification  in  those 
practices  which  accord  with  his  adult  desires.  From  the  inevitable 
conflict  which  arises,  perversions  often  result.  In  other  words, 
the  person  with  neurotic  sex  character,  if  he  goes  to  extremes 
(which  few  do),  may  become  either  a  criminal  monster,  or,  in 
the  eyes  of  his  friends,  a  saint,  one  who  has  kept  all  of  the  social 
commandments  from  his  youth  up  and  who  now  throws  his  whole 
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energy  into  philanthropic  or  religious  work;  often  into  some 
fanatical  campaign  to  reform  society.  Of  these  two  persons  sim¬ 
ilarly  afflicted,  the  “saint/’  however,  often  is  the  more  pathological, 
the  one  more  in  need  of  medical  advice. 

Other  factors,  also,  should  be  considered.  Some  individuals  with 
normal  sex  character  during  childhood,  when  puberty  or  the  meno¬ 
pause  comes,  experience  such  a  great  increase  in  libido  because  of 
the  strictly  biological  changes  incident  thereto,  that  a  neurosis,  a 
perversion,  or  prostitution  results.  Also,  the  individual  with  nor¬ 
mal,  and  still  more  so  the  one  with  neurotic,  sex  character,  instead 
of  sublimating  his  sexual  impulse  in  desirable  social  activity  may 
divert  it  into  imaginative  channels  where  it  spends  itself  in  dream 
wishes  (introversion),  which,  if  indulged  in  early,  often  lead  to 
the  development  of  inner  difficulties  which  later,  when  he  marries, 
makes  a  normal  sex  life  more  or  less  impossible  (page  245). 

The  Western  physician  visiting  the  Far  East  gets  the  impression 
(doubtless  a  superficial  one)  that  among  Oriental  men  the  genital 
(normal)  sex  character  is  the  rule;  at  least,  he  knows  that  in 
America  the  neurotic  type  is  far  too  common.  The  underlying 
reasons  for  this  are  mentioned  on  page  231  but  these  are  greatly 
aided  by  two  of  our  customs.  The  first  favors  late  matrimony, 
which  means  that  during  years  of  intense  sexual  vigor,  during 
which  continence  is  demanded,  the  sex  impulse  must  be  either 
sublimated  or  frustrated.  Of  these,  the  former  always  is  difficult 
and  the  latter  is  a  procedure  which  cannot  be  justified  on  purely 
biological  grounds.  It  is,  therefore,  only  to  be  expected  that 
under  the  very  best  of  conditions  both  often  will  fail,  and  if  both 
do,  the  individual  will  either  seek  direct  gratification  for  his  natural 
instincts  or  must  pay  the  price  in  terms  of  some  serious  sex  dif¬ 
ficulty.  The  second  custom  we  have  in  mind  allows,  with  only 
mild  reproof,  our  young  people  to  indulge  in  various  minor  hetero¬ 
sexual  activities  (page  244),  which  if  frequently  followed,  physio¬ 
logically  at  least,  are  more  harmful  than  frank  immorality. 

In  making  the  above  statement  we  are  not  at  all  belittling  the 
religious  issues  at  stake ;  but  doctors  must  deal  with  sex  physiology 
and  sex  psychology;  with  spinal  cord  mechanisms;  with  internal 
secretions ;  with  conditioned  reflexes ;  with  instinctive  trends ;  with 
nerve  centers  made  hyperirritable  by  repeated  partial  stimulations  ; 
in  other  words,  with  those  physiological  processes  which  if  early 
disturbed  may  permanently  limit  the  possibilities  of  later  normal 
married  life,  lead  to  social  inefficiency,  and  even  to  positive  illness. 
To  the  physician,  American  society  (in  matters  of  dress,  the  mod¬ 
ern  play,  novel,  “movie,”  etc.)  seems  very  negligent  in  the  enforce- 
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ment  of  just  those  measures  necessary  for  successful  sublimation, 
and  should  encourage  more  than  is  done  that  purity  of  heart  in  the 
child  which  alone  can  make  the  sexually  well-behaved  celebate  life 
safe  to  the  emotional  health  of  the  individual  who  attempts  it. 

The  dynamic  qualities  of  the  sex  urge  were  well  demonstrated  by  the 
early  Christian  ascetics,  who  in  the  desert  lived  a  vigorous  and  resolute  life, 
whole-heartedly  devoted  to,  and  under  the  best  possible  circumstances  for, 
cultivating  the  ideals  of  asceticism.  Nevertheless,  those  truly  holy  men  testi¬ 
fied  in  their  biographies  that  they  found  that  nothing  troubled  them  so  much 
as  sexual  temptation,  and  that  the  struggle  against  this  persisted  in  some 
degree  throughout  life.2  While  it  is  impossible  to  make  any  affirmation  con¬ 
cerning  those  far-off  individuals,  yet  we  suspect  that  some  of  them,  and 
perhaps  those  of  whom  we  read  the  most,  were  originally  of  the  so-called 
neurotic  sex  character,  and  that  they,  without  realizing  it,  had  chosen  the 
ascetic  religious  life,  in  part  at  least,  as  a  therapeutic  measure;  as  a  means 
of  combating  a  trend  which  to  them  was  very  distasteful.  We  also  suspect 
that,  even  though  they  endured  years  of  privation  for  their  ideals,  they  were 
disappointed  in  a  result  which,  medically  speaking,  could  never  be  entirely 
satisfactory. 

While  the  prevalence  in  America  of  the  neurotic  sex  character 
is  not  as  great  as  one  reading  this  chapter  might  at  first  be  led  to 
assume,  yet  it  is  far  too  common.  The  great  majority  of  all  men 
have  only  little  of  the  neurotic  character,  and  to  most  Americans 
the  libido  presents  no  serious  problems  whatever.  Even  for  the 
most  normal  person,  however,  sublimation  is  never,  never  can  be, 
quite  complete.  The  greatest  fraction  of  his  libido  a  man  may 
unconsciously  consume  in  the  form  of  sports,  social  activities,  phil¬ 
anthropic  work,  religious  interests,  etc.;  but  all  of  it,  he  cannot. 
In  every  person  however  normal,  whether  child  or  adult,  man  or 
woman,  married  or  single,  and  however  chaste,  some  of  this  energy 
will  manifest  itself  in  heterosexual,  homosexual,  or  auto-erotic 
forms. 

Celibacy. — Most  admit  that  for  the  adult,  celibacy  with  perfect 
chastity  is,  in  theory,  biologically  unsound.  Nevertheless,  the 
physical  and  psychical  difficulties  which  it  produces  in  normal  indi¬ 
viduals  are  negligible  compared  with  the  fine  character  develop¬ 
ment  which  the  struggle  for  chastity  makes  possible.  The  idea  of 
some,  however,  that  these  physical  difficulties  may  lead  to  various 
nervous  disorders,  even  to  insanities,  certainly  is  a  mistaken  one, 
based  on  the  intensified  sexual  instinct  seen  in  the  psychoses,  in 
which  cases  they  are  merely  symptoms  of  the  mental  trouble  al¬ 
ready  developing,  and  never  its  cause. 

Nevertheless,  the  physical  difficulties  which  sexual  abstinence 
produces  between  puberty  and  delayed  marriage,  even  in  healthy 
and  active  persons,  are  very  real.3  On  the  physical  side,  may  be 
mentioned  insomnia,  irritability,  depression,  headache,  and  vague 
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hysterical  and  neurasthenic  symptoms ;  and  on  the  psychic  side,  a 
constantly  recurring  struggle  with  erotic  obsessions  and  sexual 
hyperesthesias,  which  in  women  often  leads  to  prudery,  and  which 
drives  patients  of  both  sexes  into  feverish  business,  social,  and 
altruistic  activities  which  usually  bring  but  little  of  relief.  These 
disturbances,  the  great  majority  of  normal  persons  accept  as  an 
unavoidable  “part  of  life  itself They  are,  of  course,  trifling 
compared  with  the  unfortunate  results  of  immorality  or  unsuitable 
marriage  entered  into  as  a  means  of  escaping  them.  The  treatment 
of  this  condition  is  essentially  the  same  as  that  to  be  outlined  below, 
only  less  strenuously  followed. 

If  the  above  struggle  is  sometimes  severe  for  the  healthy,  non¬ 
neurotic,  unmarried  person,  who  has  always  been  chaste  in  thought 
as  well  as  in  actions,  more  severe  for  the  virtuous  man  whose 
happy  married  life  is  broken  by  the  death  of  his  wife,  and  much 
more  so  for  the  man  previously  incontinent,  but  who  now  desires 
to  be  chaste,  how  very  severe  must  it  be  to  one  of  a  neurotic  sex 
character,  whom  even  an  ideal  marriage  can  help  but  little,  since 
in  him  the  sex  impulse  habitually  passes  into  devious  channels  and 
assumes  abnormal  forms  (page  245).  In  him,  especially,  his 
struggle  when  misdirected  often  leads  to  a  neurosis  or  a  psychosis. 

Therapy. — When  treating  for  sex  disturbances  patients  with 
sexually  neurotic  character,  we  must  recognize  that  in  them  the 
harm  has  already  been  done  and  that  any  treatment  will  never  be 
quite  satisfactory.  Theirs  is  a  trouble  to  be  prevented  during 
childhood.  The  physician  should  present  the  case  frankly  to  the 
patient,  should  encourage  him  to  make  the  fight,  not  through  re¬ 
pression  (“self-control”),  for  such  efforts  only  increase  the  diffi¬ 
culties,  but  through  social  efforts  with  high  spiritual  aims.  He 
should  remind  his  patient  that  even  though  the  specific  relief  he 
gets  from  this  may  seem  to  him  meager,  yet  his  reward  in  terms 
of  self-respecting  personality,  in  strength  of  character,  is  well 
worth  the  battle. 

The  general  treatment  for  most  sex  disturbances  is  that  outlined 
for  the  psychoneuroses  in  general  (page  301).  Some  precautions, 
however,  are  necessary.  Those  hygienic  measures  which  improve 
the  patient's  general  physical  condition,  and  which  by  all  means 
should  be  recommended,  tend  to  increase  rather  than  to  lessen  the 
sex  difficulties.  Physical  exercise,  in  and  of  itself,  not  only  im¬ 
parts  vigor  in  the  sexual  sphere,  but  also  acts  as  a  stimulant  to 
evoke  the  sex  impulse.  To  have  a  subduing  influence,  it  would 
have  to  be  carried  to  a  degree  producing  unhealthy  exhaustion. 
Mental  work  also,  while  it  is  in  general  conducive  to  happiness,  is 
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liable  to  cause  sexual  excitement.  Even  religious  activities  of  high 
spiritual  quality  sublimate  only  a  small  proportion  of  the  sex  urge ; 
in  some  degree,  they  even  stimulate  it.  The  benefits  derived  in 
these  various  ways  will,  however,  far  offset  their  special  liabilities. 

After  the  patient  is  well  rested  and  well  nourished,  reeducation 
is  of  great  importance.  That  is,  that  psychotherapy  which  from 
the  first,  so  far  as  it  is  justified,  will  quiet  his  fears  concerning  his 
condition,  and  especially  concerning  any  probable  injury  to  his 
physical  and  mental  health. 

If  sexual  hyperirritability  is  present,  and  especially  in  nervous 
and  overexcitable  persons,  bromides  in  large  doses  are  of  value. 
In  persons  who  are  of  good  physical  health,  however,  and  whose 
sexual  erethism  is  the  outcome  of  sexual  vigor,  to  accomplish  the 
desired  results  they  would  have  to  be  given  in  almost  toxic  doses. 
Strychnine  may  or  may  not  be  indicated.  If  sexual  hyperirritabil¬ 
ity  is  present,  it  will  only  increase  the  trouble;  if  physical  ex¬ 
haustion  obtains,  it  is  valuable  if  given  in  small  doses.  None  of 
the  drugs  prescribed  should  contain  alcohol,  even  in  small  doses, 
for  this  in  a  peculiar  way  permits  a  perversion  to  come  to  the 
surface. 

The  diet  should  be  one  which  will  not  tend  to  increase  weight, 
which  is  poor  in  meat,  which  is  entirely  free  from  all  condiments 
and  purine-rich  foods  (such  as  kidney,  liver,  sweetbreads,  brain), 
and  which  is  poor  in  salt  and  other  ingredients  which  will  raise  the 
specific  gravity  of  the  urine  or  make  it  at  all  irritating. 

Later,  every  hygienic  measure  to  improve  the  patient’s  general 
health  is  of  value,  including  good  reading,  moderate,  pleasant  exer¬ 
cise,  and  vacations  in  the  company  of  persons  whose  influence 
will  be  cheerful  and  inspiring.  The  sexually  neurotic  patients  for 
years  will  need  frequent  encouragement  and  every  possible  assist¬ 
ance  in  a  hard  battle  for  peace.  If  possible,  they  should  interest 
themselves  in  some  form  of  social  work  for  others. 

For  the  treatment  of  an  intense  normal,  as  well  as  abnormal, 
sex  urge,  as  well  as  for  all  abnormalities  of  the  sex  instinct,  for 
all  of  the  neuroses  and  psychoses  related  to  these,  and  for  all  com¬ 
pletely  developed  perversions,  the  laity  usually,  and  wrongly,  pre¬ 
scribes  marriage. 

MATRIMONY 

Since  it  is  in  the  marriage  state  that  so  many  of  the  sexual  dis¬ 
turbances  not  only  come  to  light  but  also  lead  to  catastrophe,  a 
brief  discussion  of  some  of  the  problems  which  this  involves  may 
well  come  at  this  point. 
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Leading  American  women,  during  the  past  two  decades,  have 
entered  into  an  active  campaign  in  behalf  of  their  working  sisters, 
under  the  guise  of  “birth  control,”  “eugenics,”  “maternal  wel¬ 
fare,”  etc. 

Eugenics  is  a  subject  in  which  family  doctors  should  interest 
themselves,  since  it  is  they  alone  who  should  interpret  to  the  laity 
whatever  of  scientific  aspects  it  may  present.  Unfortunately,  birth 
control  as  at  present  discussed  would  seem  to  have  no  eugenical, 
and  very  little  medical,  bearing,  other  than  that  women  feel  that 
the  doctor  is  the  proper  person  to  advise  them  how  to  avoid  a 
maternity  which  possibly  should  be  avoided,  but  which  sometimes 
is  merely  distasteful.  Its  advocates  speak  glibly  of  “fewer  and 
better  babies,”  yet  they  encourage,  on  purely  economic  and  social 
grounds,  women  who  might  bear  splendid  children  to  have  few. 
On  this  question  medical  men  have  no  expert  opinion ;  it  is  a  prob¬ 
lem  for  other  specialists.  Physicians  should,  however,  ask  for  a 
clearer  definition  of  the  adjective  “better,”  for  the  babies  of  a 
family  certainly  will  not  be  “better”  physically  or  mentally  be¬ 
cause  they  are  few  in  number;  often  the  reverse  is  true.  Neither 
are  they  likely  to  be  “better  brought  up,”  since  the  greatest  aid 
the  child  gets  in  his  personality  development  is  not  from  his  par¬ 
ents,  but  from  his  brothers  and  sisters.  Also,  a  sharp  distinction 
should  be  made  between  “birth  control”  as  practiced  voluntarily  by 
individuals,  and  that  “birth  control”  which  the  State  should  begin 
at  once  to  enforce  in  the  lives  of  those  mentally  defective.  Al¬ 
though  these  two  “controls”  are  quite  different,  yet  social  workers 
often  cite  in  support  of  the  former  the  indisputable  arguments  in 
favor  of  the  latter. 

Since  in  America  education  in  sex  hygiene  by  parents  would 
seem  to  have  failed,  there  doubtless  is  an  important  place  in  society 
for  clinics  where  young  married  couples  and  those  also  considering 
marriage  may  obtain  accurate  and  well-balanced  information,  not 
only  how  they,  “with  certainty  and  also  with  safety  to  their  own 
health,”  may  be  able  to  determine  not  only  “how  many  children  they 
are  to  have  and  when  they  shall  have  them,”  but  also,  and  this  is 
far  more  important,  what  some  of  the  problems  are  which  in 
matrimony  confront  them.  Unfortunately,  the  first  of  these  aims 
is  largely  a  theoretical  possibility.  The  great  majority  of  women 
who  early  in  their  married  life  successfully  avoid  childbearing  will 
remain  childless,  even  though  later  they  greatly  desire  a  family. 
The  second  aim,  probably  in  large  degree  an  unconscious  one,  is 
more  important,  since  in  America  both  young  men  and  women  too 
seldom  know  what  the  conditions  of  the  normal  marital  relations 


Birth  Control  Clinics 


251 


should  be.  While  the  well-organized  “maternal  welfare”  clinic 
cannot  remedy  the  defects  of  early  training,  yet  much  valuable 
advice  can  be  given.  Of  much  greater  eugenical  value  than  the 
above  aims,  however,  and  also  a  duty  strictly  within  the  doctor’s 
professional  sphere,  is  the  education  in  the  clinic  of  parents  in  the 
sex  guidance  of  their  children,  the  prevention  of  unsuitable  mar¬ 
riages,  and  that  professional  advice  to  young  persons  contemplat¬ 
ing  matrimony  which  will  forestall  many  divorces  and  also  many 
crimes,  for  the  majority  of  law  breakers  are  the  children  of  broken 
or  unhappy  homes. 

The  problem  of  marriage  without  procreation,  formerly  taboo 
but  now  frankly  discussed,  is  no  new  one.  The  physician  has  al¬ 
ways  been  ready  to  advise  those  married  women  with  serious 
tuberculosis  or  heart  trouble,  and  sometimes  those  who  already  had 
as  many  children  as  they  are  physically  able  to  care  for,  how  to 
avoid  pregnancy.  Changes  in  public  sentiment  to-day  more  and 
more  approve  that  he  should  give  similar  advice  and  assistance 
before  marriage  to  those  who  are  markedly  psychoneurotic,  and 
especially  to  those  definitely  hysterical,  although  for  the  latters’ 
own  good  a  better  plan  would  be  not  to  marry.  It  should  at  this 
point  be  emphasized  that  the  avoidance  of  procreation  and  ab¬ 
stinence  from  the  marital  relation  are  two  very  different  prob¬ 
lems.  Should  the  latter  be  contemplated,  the  married  couple,  if 
one  of  them  is  normal,  never  should  live  together.  Voluntary 
abstinence  in  young  married  people,  even  though  they  consider  this 
to  be  desirable  training  in  self-denial,  often  arouses  psychoneurotic 
illness.  The  marriages  thus  planned  which  have  proved  success¬ 
ful  have  probably  involved  an  impotent  or  homosexual  male  and  a 
wife  who  soon  acquired  frigidity,  conditions  which  society  too 
often  and  wrongly  praises.  When,  however,  both  are  not  sexually 
abnormal,  or  do  not  soon  become  so,  the  more  normal  one  of  the 
two,  usually  the  wife,  is  the  one  who  breaks  down  nervously,  and 
merely  because  she  was  normal. 

Although  many  other  considerations  may  seriously  affect  the 
marital  relation,  yet  the  latter  seldom  can  be  happy  unless  sex 
relations  are  in  accordance  with  normal  physiology.  When  they 
are,  then  for  a  surprisingly  long  time  the  superior  one  of  the  couple, 
whether  rich  or  poor,  will  remain  loyal  to  a  syphilitic,  drunken, 
stupid,  cruel,  or  criminal  partner,  provided  infidelity  does  not  enter. 
When  they  are  not  normal,  few  of  the  persons  involved  ever  find 
it  out  during  their  years  of  wedded  life,  assuming  that  the  presence 
of  healthy  children  is  proof  of  normality  of  function,  which  is  not 
the  case.  They  little  realize,  also,  that  one  of  the  primary  factors 
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in  that  chain  of  events  which  finally  leads  to  divorce  granted  on 
the  grounds  of  “incompatibility,”  “cruelty,”  “desertion,”  “nonsup¬ 
port,”  often  is  a  sex  difficulty;  and  yet,  in  the  majority  of  divorces, 
that  is  the  case. 

In  America  those  matrimonial  problems  which  only  the  doctor 
can  understand  are  surprisingly  common  and  difficult.  Many  of 
these  are  mentioned  on  pages  245  and  246.  Others  arise  from  the 
fact  that  marriage  often  is  long  delayed,  and  Americans,  while  not 
firmly  forbidding  minor  heterosexual  practices,  are  uncompromis¬ 
ing  in  their  insistence  that  both  sexes  should  observe  celibacy  be¬ 
fore,  and  monogamy  after,  marriage,  assuming  that,  if  both  parties 
are  high-minded,  happiness  will  be  the  inevitable  reward  for  such 
exemplary  conduct.  But  on  this  point  also  society  is  greatly  mis¬ 
taken.  During  these  years  of  waiting,  the  sexual  energy  too  often 
becomes  diverted  into  abnormal  channels,  or  the  patient  acquires 
habits,  conditioned  reflexes,  hyperirritabilities,  repressions,  and 
phobias  difficult  to  correct. 

It  is  for  this  reason  that  doctors  should  prepare  themselves  to 
advise  their  patients  on  problems  which  could  scarcely  arise  in  a 
more  primitive  or  non-Christian  community.  The  Chinese,  Japa¬ 
nese,  and,  to  a  lesser  degree,  certain  European  peoples,  are  right, 
from  the  physician’s  viewpoint,  in  encouraging  early  marriage  and 
in  strictly  forbidding  prior  to  marriage  all  minor  heterosexual 
practices.  It  is  in  these  countries,  moreover,  that  divorces  are 
exceedingly  uncommon.  In  Catholic  countries  the  influence  of  the 
Church  may  in  large  degree  explain  this;  but  not  in  the  Orient. 
There,  according  to  most  Westerners,  women  socially  are  so  sub¬ 
ordinated  that  when  unfortunately  married  they  are  helpless.  This, 
while  in  large  degree  true,  is,  we  feel,  not  an  adequate  explanation. 
The  Oriental  women  of  the  better  social  classes,  that  is,  who  cor¬ 
respond  to  our  private  patients,  and  who  set  the  standards  of 
behavior  for  the  lower  classes,  have  never  been  “socially  helpless.” 
Quite  the  reverse.  The  Chinese  and  Japanese  “first  wives,”  and 
even  the  concubines,  are  better  protected  in  their  conjugal  rights 
by  clan  and  social  customs  than  is  the  American  wife  by  her  State 
laws.  Indeed,  the  remarkable  stability  of  the  Chinese  family  and 
the  much-criticized  inertia  of  the  “unchanging  East”  may,  possibly 
in  much  larger  measure  than  we  realize,  be  the  result  of  normal 
sex  physiology. 

And,  finally,  matrimonial  unhappiness  within  the  marriage  state 
too  frequently  arises  in  the  first  few  days  after  the  wedding  be¬ 
cause  of  the  ignorance  of  the  contracting  parties.  Much  of  this 
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a  trained  physician  could  have  prevented  had  his  advice  been 
sought. 

As  mentioned  above,  those  with  well-developed  sex  perversions 
should  never  marry.  Some  desire  to,  believing  that  this  will  com¬ 
pletely  remove  their  trouble;  but  they  are  much  mistaken.  In¬ 
deed,  marriage  should  never  be  advised  as  a  therapy  for  any 
condition,  for,  if  entered  into  for  this  purpose,  it  too  often  becomes 
either  a  lifelong,  unhappy  endurance  test,  too  often  defiled  by 
marital  infidelity,  or  broken  by  separation,  divorce,  crime  or  suicide. 
In  many  cases,  however,  persons  with  some  form  of  parasexuality 
have  married  because  of  true  love.  In  such  cases  the  abnormal 
one,  the  husband,  if  high-minded,  has  developed  saintliness,  is 
admired  for  his  self-control  and  wonderful  consideration  for  his 
wife;  while  the  woman,  normal  when  a  bride,  later  becomes 
psychoneurotic,  even  a  nervous  wreck,  pitied,  but  more  often 
secretly  despised,  by  her  acquaintances,  who  say  she  is  “over¬ 
sexed, ”  or  “not  of  the  same  high  quality  as  her  husband.,, 

IMPOTENCE 

Under  the  title  “impotence,”  one  should  not  include  sterility; 
that  is  a  very  different  matter.  Also,  we  should  distinguish  sharply 
between  sex  desire  and  sex  potency,  for  the  former  may  be  strong 
when  the  latter  is  weak. 

Organic,  partial,  or  complete  impotence  is  often  the  result 
of  such  spinal  cord  diseases  as  tabes  dorsalis  and  the  multiple  cord 
degenerations  seen  in  diabetes  mellitus  and  pernicious  anemia.  But 
men  otherwise  normal  also  may  become  quite  impotent.  This  in 
some  cases  would  seem  to  be  an  inheritable  trait,  in  successive 
generations  developing  at  nearly  the  same  age.  Of  other  cases  we 
do  not  know  the  cause,  but  masturbation,  contrary  to  the  popular 
opinion,  plays  little  or  no  part  in  its  production. 

Psychic  Impotence. — In  nervous  and  inexperienced  men  under 
the  high  emotional  strain  incident  to  marriage,  a  temporary  and 
complete  impotence  is  common.  This,  the  so-called  psychic  form, 
has  no  serious  import.  Fear  alone  causes  it,  and  the  allaying  of 
the  subject’s  doubts  and  suspicions  cures  it.  Another  form  of 
functional  impotence  is  the  so-called  psychoneurotic,  which  serves 
some  otherwise  normal  men  as  an  avenue  of  escape  from  unpleas¬ 
ant  sex  relations. 

Neurasthenic  Impotence. — Partial  functional  impotence,  often 
termed  the  neurasthenic  form,  is,  from  one  cause  or  another,  much 
more  common  among  American  men  than  they  themselves  recog- 
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nize,  since  few  have  standards  by  means  of  which  to  compare 
themselves  with  other  men.  That  persons  of  high  intellectual  and 
moral  attainment  should  suffer  a  diminution  in  sex  vigor  might 
seem  possible,  for  while  the  sex  stimulus  starts  as  a  cortical  brain 
function,  yet  the  sequence  of  events  which  follows  soon  passes 
from  under  the  control  of  the  will  into  the  realm  of  involuntary 
reflexes  originating  in  the  diencephalon  and  made  effective  through 
the  lower  cord  centers.  One  might  assume,  therefore,  that  the 
subordination  of  these  lower  centers  to  the  increasing  inhibitory 
influences  of  the  cortex,  the  goal  of  Christian  civilization,  must  in 
time  reduce  their  excitability,  with  decreased  potency  the  result. 
Definite  proof  of  this,  however,  is  not  at  hand.  Small  families  are 
only  a  suggestive  point  in  evidence. 

Most  Americans,  however,  cannot  lay  the  blame  of  their  par¬ 
tial  impotence  on  their  high  spiritual  aspirations.  In  them,  it  is 
the  result  of  those  conditions  of  modern  Western  civilization  (rush, 
work,  worry,  alcohol,  etc.)  which  favor  the  development  of  ner¬ 
vous  hyperirritability  in  general,  and  of  certain  customs  which  lead 
to  sexual  hyperirritability  in  particular,  which  determines  their 
neurotic  sex  character  (page  245).  As  reasons  for  this  latter  con¬ 
dition  we  already  have  mentioned  the  dangers  of  late  marriage, 
which  means  years  of  ungratified  desire,  during  which  young 
Americans,  while  the  sex  impulses  naturally  are  strong,  too  often 
indulge  both  in  salacious  phantasies,  which  are  greatly  encouraged 
by  the  modern  novel,  stage,  and  movie,  and  in  minor  heterosexual 
methods  of  sex  stimulation  (page  244).  These  phantasies  and 
these  practices  tend  to  keep  in  consciousness  the  sex  urge.  Since 
the  latter  usually  is  frustrated,  the  neurovascular  mechanisms  in¬ 
volved  become  impaired,  with  hyperirritability  of  the  spinal  cen¬ 
ters,  and  therefore  partial  impotence,  the  result. 

Men  injured  in  the  above  way  not  only  are  unconscious  that  they 
are  partially  impotent,  but,  because  of  their  eroticism,  which  results 
from  their  nervous  hyper  irritability,  they  usually  regard  themselves 
as  very  potent.  In  their  marital  relation,  however,  they  soon  realize 
that  something  is  wrong ;  what,  they  do  not  know.  They  therefore 
revenge  themselves  upon  their  wives  by  bad  temper  and  other  neu¬ 
rotic  outbursts,5  while  the  latter,  in  turn,  unconsciously  develop 
sexual  frigidity. 

The  man  conscious  of  increasing  impotence  may  philosophically 
accept  the  situation.  If  he  does  not,  his  overstimulation  of  the  sex 
function,  and  this  will  be  his  temptation,  may  lead  to  a  nonspecific 
colliculitis  which  serves  as  a  partial  protection  to  his  emotional 
life,  since  it  keeps  the  problem  in  the  somatic  realm.  This  of  itself, 
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however,  tends  to  impotence.  Should  colliculitis  not  develop,  a 
psychoneurotic  state  may,  and  with  the  same  result.  This  seems 
to  be  a  good  example  of  the  alternative,  seen  so  often  in  the  case 
of  patients  troubled  by  emotional  maladjustments,  of  either  a  phys¬ 
ical  lesion  or  a  psychoneurosis.6 

The  treatment  of  the  psychic  form  of  impotence  is  a  problem 
of  advice  and  encouragement.  That  of  the  neurasthenic  form  is 
less  promising,  yet  even  in  the  adult  it  usually  is  possible  to  mini¬ 
mize  the  results  of  whatever  impairment  already  has  developed 
(page  248).  Drugs  are  of  secondary  value.  Strychnine,  so  often 
used  because  of  its  exciting  effect  on  the  sexual  system,  is  often 
worse  than  useless,  since  it  tends  to  increase  that  very  hyperirri¬ 
tability  which  we  seek  to  allay.  To  do  the  latter,  requires  rational 
hygiene,  psychotherapy  by  a  doctor  well  acquainted  in  their  field, 
and  all  possible  measures  conducive  to  mental  peace.  Indeed,  in 
such  cases  a  sensible  wife,  if  well  advised,  can  be  the  best  physician. 

THE  FRIGIDITY  OF  WOMEN 

The  presence  of  sexual  frigidity  (sexual  anhedonia,  sexual 
anesthesia)  is  considered  by  the  laity  as  evidence  that  women  differ 
greatly  in  the  degree  of  their  sex  urge.  That  they  do,  would  be 
hard  to  prove.  Second  and  happy  marriages  too  often  remove  the 
sexual  anesthesia  evident  during  the  first.  In  some  cases,  however, 
frigidity  does  arise  during  childhood,  either  because  the  girl  lacked 
proper  guidance,  or  because  some  unfortunate  incident  either  in¬ 
hibited  her  normal  sex  impulse,  or  diverted  it  along  remote  and 
often  unconscious  channels ;  processes  which  develop  much  more 
easily  in  girls  than  in  boys.  Such  frigidity  developed  early,  later 
makes  normal  sex  relations  either  difficult  or  repulsive  and  yet 
this  possibility  has  been  greatly  overemphasized;  the  untact ful 
experiences  of  early  married  life  are  probably  far  more  important. 

In  women,  as  in  men,  and  especially  among  those  psychoneurotic, 
frigidity  is  a  frequently  employed  avenue  of  escape  from  unsatis¬ 
factory  marital  relations.  In  other  cases  it  may  possibly  be  ex¬ 
plained  as  the  result  of  a  striving  on  the  part  of  the  wife  for 
superiority  (the  “masculine  protest”),  which  explains  also  her  un¬ 
willingness  to  bear  children,  her  jealousy  of  her  husband’s  friends, 
and  her  many  attempts  to  control  all  his  activities.  Later,  during 
the  menopause,  such  a  woman,  impelled  by  the  fear  of  losing  her 
power  over  her  husband,  will  seek  other  means  of  holding  it,  and 
of  these  a  psychoneurotic  illness  is  one  of  the  most  common.  In 
all  of  the  above  cases  the  wife  is  best  treated  through  the  husband. 
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CHAPTER  XXI 


THE  ONTOGENESIS  OF  PERSONALITY 

Inheritance  and  Transmission. — The  infant  enters  the  world 
endowed  with  certain  determinants  of  his  later-to-develop  indi¬ 
vidual  physical  and  mental  characteristics.  Since  mention  is  often 
made  of  the  “inheritance”  of  such  traits,  and  of  the  “predisposi¬ 
tions”  to  diseases,  mental  and  physical,  we  may  well  ask  ourselves 
what  is  implied  by  these  terms.  On  page  35  it  was  suggested  that 
physicians  recognize  a  difference  between  “inheritance”  and  “trans¬ 
mission,”  although  biologists  question  such  distinction.  Neverthe¬ 
less,  since  the  opinion  of  the  family  doctor  on  all  biological  subjects 
seems  to  carry  great  weight  with  the  public,  he  should  try  to  pre¬ 
vent  the  discoveries  concerning  the  genetics  of  plants  and  flies,  all 
still  unproved  for  man,  from  becoming  translated  into  unwarranted 
social  attitudes  and  unjustified  legislation  (e.g.,  concerning  the 
sterilization  of  all  mental  defectives). 

That  certain  anatomical  characteristics  are  inherited,  in  part  at 
least,  through  the  mechanism  of  the  chromosomes  is,  in  general, 
to  be  granted.  Certain  psychic  patterns  also  may  possibly  depend  on 
inherited  architectonic  arrangements  of,  or  physiological  relations 
existing  between,  the  maze  of  neurons  within  the  nervous  system. 
To  assume,  however,  that  physical  or  mental  diseases,  or  the  pre¬ 
dispositions  to  the  same,  even  though  “handed  down”  with  striking 
regularity  in  the  same  family  from  generation  to  generation,  are 
inherited  by  chromosome  mechanisms  seems  to  be  taking  liberties 
with  accurately  formed  biological  concepts.  Nevertheless,  the 
“tendency”  to  certain  pathological  physical  conditions,  as  arterio¬ 
sclerosis,  nephritis,  arthritis,  and  to  certain  psychoses,  as  the  manic- 
depressive  and  schizophrenic,  does  “run”  in  certain  families.  Syph¬ 
ilis,  however,  also  may  appear  in  the  children  of  at  least  three  suc¬ 
cessive  generations,  and  we  know  that  while  in  them  the  disease 
is  congenital,  yet  that  it  is  not  “inherited”  ;  for  each  mother  of  these 
succeeding  generations  has  transmitted  the  living  Treponema  pal¬ 
lidum  to  her  unborn  child. 

That  the  infant  may  enter  the  world  handicapped  because  of 
injury  to  the  germ  cells  from  which  he  developed,  as  is  claimed 
for  the  epileptic  and  feebleminded  offspring  of  luetic  or  alcoholic 

257 


258 


The  Ontogenesis  of  Personality 


parents,  is  the  belief  of  many;  yet  this  has  never  been  proved, 
since  these  children  may  have  been  injured  by  prenatal  lues  or  by 
the  accidents  of  the  birth  process;  or  the  same  inheritable  defect 
which  expresses  itself  in  the  child  as  epilepsy  or  feeblemindedness 
may  be  the  correct  explanation  also  for  the  dipsomania  or  immoral 
trends  of  the  parent.  By  what  mechanism  allergies  are  inherited 
is  not  known,  although  we  have  suggested  (page  38)  that  they 
are  evidences  of  cumulative  nonspecific  tissue  inferiorities.  We 
must  recognize  the  presence  of  racial  and  family  immunities  to 
certain  disease,  but  we  know  that  the  unborn  child  may  possibly 
benefit  permanently  from  the  presence  of  biochemical  substances 
which  circulate  in  his  mother’s  blood,  just  as  he  certainly  does  tem¬ 
porarily  (about  six  months)  from  her  immunity  to  diphtheria. 
But  this  entire  subject  is  still  an  unexplored  field. 

The  reasons  for  the  appearance  in  the  fetus  of  achondroplasia, 
ateliotic  nanism,  acrania,  cardiac  defects,  harelips,  Mongolian  and 
other  types  of  idiocy,  etc.,  are  not  known,  although  both  arrests  of 
fetal  development  and  intrauterine  diseases  are  held  responsible. 
That  many  infants  born  through  severe  labor  or  instrumentally 
delivered  are  badly  injured  thereby,  is  illustrated  by  the  “congen¬ 
ital”  paralytics  (those  with  birth  palsies).  We  now  realize  that 
a  much  larger  number  of  children  than  has  been  suspected  are  then 
injured,  and  are  beginning  to  believe  that  some  children,  although 
for  years  they  may  appear  to  be  normal,  may  owe  their  late-ap¬ 
pearing  epilepsy,  feeblemindedness,  etc.,  to  minute  hemorrhages 
which  resulted  from  trauma  incident  to  their  birth.  This  subject 
is  only  now  beginning  to  receive  the  attention  it  deserves. 

That  the  acute  infections  of  infancy  and  early  childhood  are  likely 
to  affect  the  child’s  future  development  far  more  seriously  than  do 
those  he  acquires  later,  after  his  body  is  even  a  little  more  ad¬ 
vanced  in  its  development,  is  a  reasonable  assumption.  In  this 
way  we  explain  no  small  number  of  the  endocrine  disturbances  of 
later  years,  as  infantile  myxedema  following  measles,  and  we  sus¬ 
pect  that  possibly  fifty  percent  of  all  feeblemindedness  has  a  sim¬ 
ilar  explanation.  Defects  thus  acquired,  and  often  not  clearly  rec¬ 
ognized  until  school  age,  the  laity  usually  calls  “congenital” ;  if  sim¬ 
ilar  conditions  are  present  in  others  of  the  patient’s  family,  they 
often  are  pronounced  “inherited” ;  if  the  father’s  habits  were  none 
too  good,  the  neighbors  “know”  who  was  to  blame.  That  a  child 
suffers  physically  and  mentally  from  the  deficiencies  of  his  physical 
and  social  environment  (page  35)  is  proven  by  the  large  number 
of  hypertrophied  thyroids  among  the  school-children  of  goiter 
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regions,  and  by  the  large  number  of  social  delinquents  from  broken 
homes  and  city  slums. 

Nevertheless,  in  all  of  the  above  possibilities  the  reverse  also 
may  be  true,  for  each  physical  disorder,  however  produced,  must 
condition  to  some  degree  the  evolution  of  the  child’s  psychic  life 
(page  269),  and  each  disorder  of  his  mind  must  in  turn  affect  cor¬ 
related  changes  in  his  internal  secretions  and  autonomic  reflex 
mechanisms,  so  intimately  are  the  mind,  the  nervous  system  and 
the  viscera  bound  up  together.  Thus  through  vicious  cycles  may 
arise  many  of  the  so-called  congenital  physical  and  mental  ab¬ 
normalities. 

While,  as  mentioned  above,  a  predisposition  to  some  of  the 
psychoses  would  seem  to  be  transmitted  from  generation  to  gener¬ 
ation,  yet  that  this  is  true  of  the  psychoneuroses  also  is  hard  to 
believe,  since  the  characteristics  of  each  of  these  latter  are  normal 
to  each  child  at  some  stage  of  its  development.  The  psychopath¬ 
ology  of  the  adult  is  in  large  degree  the  result  of  the  failure  of  some 
normal  infantile  trait  properly  to  evolve  into  that  form  of  it  nor¬ 
mal  to  the  adult,  for  it  is  not  alone  what  the  child  has,  but  what 
he  or  others  do  with  it,  which  explains  his  adult  personality. 
Even  the  well-endowed  infant  in  arms  may,  we  believe,  suffer  if 
not  held  firmly  when  lifted  or  carried,  but  is  allowed  frequently 
to  slip,  even  though  he  does  not  fall.  This,  it  is  assumed,  arouses 
a  feeling  of  a  lack  of  security  which  serves  as  a  basis  of  many  a 
later  anxiety  trend.  The  mishandling  of  the  child’s  emotional 
trends  later  by  his  parents,  teachers,  and  friends  may  be  even  more 
important,  since  it  either  immunizes  (if  he  is  of  extrovert  mental 
pattern)  or  sensitizes  (if  of  introvert  pattern)  him  to  later  psychic 
traumata.  Nevertheless,  we  are  much  tempted  to  assume  that 
certain  children,  because  of  some  constitutional  inferiority,  are 
more  susceptible  to  psychic  traumata  than  are  others ;  also  that 
some  individuals  are  deficient  in  that  “energy”  behind  ontogenesis 
which  normally  provides  for  the  evolution  of  infantile  emotional 
trends  into  their  adult  patterns,  just  as  persons  with  ateliotic  dwarf¬ 
ish,  congenital  heart  disease  and  persisting  juvenile  traits  (not  the 
result  of  disease)  would  seem  to  have  lacked  that  “energy”  neces¬ 
sary  for  the  proper  intrauterine  development  and  later  maturation 
of  their  physical  organs.  Also,  the  early  appearance  in  the  mem¬ 
bers  of  several  generations  of  a  family  of  senile  physical  changes 
may  admit  of  an  analogous  explanation.  Similar  processes  involv¬ 
ing  defects  in  that  “energy”  which  acts  throughout  life  as  a  direc¬ 
tional  and  supporting  force  may  obtain  also  within  the  mental  and 
emotional  spheres. 
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Memory.  The  Unconscious. — The  infant  is  born  with  certain 
instinctive  urges.  These  are  definite,  and,  for  him,  they  are  also 
powerful.  The  evolution  and  resolution  of  these,  as  well  as  of 
those  trends  which  normally  appear  later,  should  proceed  in  a  def¬ 
inite  and  orderly  manner.  At  birth  is  present  also  the  immediate 
possibility  of  the  setting  up  of  all  sorts  of  conditioned  reflexes 
(page  31)  which  at  once  begin  their  formation,  thus  determining 
the  patterns  of  the  emotional  reactions  of  these  individuals  during 
their  entire  life.  These  conditioned  reflexes  if  unfortunate,  and 
especially  if  they  develop  in  association  with  the  above-mentioned 
disturbance  of  the  child’s  emotional  evolution,  lead  to  personality 
patterns  which,  once  formed,  tend  to  remain  permanent  throughout 
life,  some  of  them  serving  later  as  ground  for  psychoneurotic  dis¬ 
eases. 

The  infant’s  first  experiences,  so  say  the  psychoanalysts,  he  never 
“forgets” — especially  that  first  painful  one,  his  birth,  and  that  first 
unhappy  one,  his  weaning.  One  should  not  assume  that  because 
there  is  a  universal  amnesia  for  these,  as  well  as  for  the  many 
other  events  of  infancy  and  early  childhood,  that  these  experiences 
have  been  truly  “forgotten”  and  therefore  are  innocuous.  Memory 
involves  three  processes :  retention,  recall  to  awareness,  and  recog¬ 
nition.  Possibly  no  events  in  life  are  more  thrilling,  are  more  com¬ 
pletely  “forgotten,”  and  yet  are  more  tenaciously  retained,  than  are 
the  baby’s  many  and  entirely  novel  experiences.  His  “mind”  then 
is  a  clean  tablet,  not  a  palimpsest;  his  retention  at  that  period  is 
probably  the  best  it  will  ever  be ;  but  these  are  the  incidents  in  life 
which  later  he  will  be  least  able  to  recall.  And  when  as  occasion¬ 
ally  happens  spontaneously,  and  possibly  frequently  during  psycho¬ 
analysis,  these  earliest  experiences  are  actually  recalled,  the  child 
has  not  the  power  of  recognition;  at  least  he  cannot  separate  the 
memory  of  the  events  themselves  from  the  many  fantasies  which 
in  the  interim  have  clustered  about  them. 

Memory  certainly  is  not  a  question  merely  of  physical  records, 
of  inert  “neurograms,”  in  the  central  nervous  system,  so  related 
that  one  idea  in  consciousness  is  able  to  stimulate  others  in  some 
way  associated  with  it  also  to  come  to  awareness.  Neurograms 
there  are,  and  probably  none  are  lost;  but  they  have  a  dynamic 
quality.  The  memories  of  those  experiences  which  at  the  time 
“carried  an  especially  strong  emotional  change”  would  seem,  even 
though  inaccessible  to  ordinary  retrospection,  to  “carry  on” 
throughout  life  a  very  active  psychological  existence ;  to  be  dynamic 
agencies  ever  influencing  the  individual. 

In  the  case  of  the  infant,  however,  it  is  not  the  intellectual  ele- 
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ments  of  the  memories  of  these  experiences  which  are  recorded, 
but  their  emotional  content:  the  satisfaction  or  the  thwarting  of 
some  instinctive  urge.  Such  experiences,  when  recalled,  are  “felt” 
rather  than  “seen”  and  are  “felt”  clothed  with  the  thoughts  aroused 
by  much  later  events  yet  germane  to  the  same  emotion,  although 
originally  not  in  any  way  associated  with  it,  which  the  persisting 
emotion  has,  during  the  intervening  years,  linked  to  itself.  In  other 
words,  the  unconscious  is  a  busy  workshop  where  the  child’s  per¬ 
sonality  and  character  are  being  formed ;  where  his  life-long  trends, 
attitudes,  and  reactions,  both  those  normal  and  those  psychopathic, 
are  in  process  of  development.  In  his  unconscious,  from  infancy 
on,  psychic  processes  are  actively  at  work  which  possess  all  the 
qualities  of  consciousness  except  awareness.  Its  superficial  zones, 
that  is,  those  nearest  to  awareness,  are  easily  accessible  to 
our  exploration ;  its  deeper  levels  can  be  reached  only  by  prolonged 
analysis ;  the  deepest,  possibly,  cannot  be  penetrated. 

Any  description  of  the  processes  at  work  in  the  unconscious, 
however,  it  is  for  the  psychoanalyst  to  offer;  but  one  who  ap¬ 
proaches  this  subject  from  the  field  of  general  internal  medicine, 
while  he  may  grant  the  importance  of  the  child’s  early  experiences 
in  the  production  of  his  later-to-develop  psychoneuroses,  is  tempted 
to  assume  for  the  latter  an  anatomic  basis ;  that  is,  patterns  in  some 
degree  inherited,  laid  down  in  the  nervous  system,  and  subject  to 
growth  and  development,  just  as  truly  as  are  the  patterns  of  the 
nose,  mouth,  brows,  etc.,  physical  features  which  in  their  adult 
forms  still  retain  their  recognizable  infantile  shapes.  These  phys¬ 
ical  features,  early  injuries  greatly  affect.  For  illustration,  the  scar 
due  to  a  burn  of  childhood  explains  the  distorted  nose  of  the  man ; 
the  ophthalmia  of  birth  explains  the  sightless  eye  of  old  age;  the 
slightly  injured  heart  of  the  child  becomes  the  huge,  dilated,  crippled 
heart  of  the  adult.  Careful  treatment  begun  early  may  in  some 
degree  lessen  the  physical  deformities  which  such  childhood  in¬ 
juries  promise  to  produce,  but  little  more.  So,  but  only  by  analogy, 
we  may  believe  that  some  of  the  distortions  and  retarded  develop¬ 
ments  present  in  the  emotional  patterns  of  adults  which  later  ex¬ 
press  themselves  as  psychoneuroses  are  the  results  of  psychic  trau¬ 
mata  of  early  life. 

Whether  we  approach  our  subject  from  the  angle  of  the  bio¬ 
logical  or  psychological  sciences,  however,  it  is  to  be  granted  that 
on  the  retention  of  some  permanent  elements  of  all  intense  emo¬ 
tional  childhood  experiences,  and  especially  that  of  the  reactions 
which  originally  they  aroused,  and  the  further  elaboration  of  these 
in  the  realm  of  unawareness,  depend  adult  character  traits,  good 
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and  bad ;  adult  dispositions,  pleasant  or  unpleasant ;  reaction  tend¬ 
encies,  weak  or  strong,  social  or  antisocial;  also,  some  psycho¬ 
neurotic  trends.  Further,  it  is  believed  that  those  early  experiences 
(and  the  child’s  reactions  to  them)  which  are  most  potent  in  char¬ 
acter  formation  are  the  ones  which  date  back  to  the  first  five  years 
of  life. 

In  the  study  of  the  psychoneuroses,  as  psychopathologists  have  empha¬ 
sized,  one  general  rule  holds — its  apparent  cause  is  seldom,  if  ever,  its  real 
one.  All  babies  have  strenuous  birth  and  weaning  experiences,  and  yet  in 
the  majority  of  cases  no  traces  of  these  can  later  be  detected,  although,  if 
at  the  onset  normally  reacted  to,  they  may  have  served  their  purpose  in  the 
development  of  normal  personality;  but  if  poorly  reacted  to,  they  may  also, 
and  this  is  the  essence  of  the  psychoanalytical  theory,  have  determined  the 
direction  and  the  nature  of  some,  at  least,  of  the  psychoneurotic  reactions 
which  later  appear.  For  illustration,  say  the  psychoanalysts,  if  unsatisfac¬ 
tory  weaning  arouses  resentment,  the  child  unconsciously  at  once  begins  to 
associate  resentment  with  each  and  every  other  deprivation  which  he  later 
experiences.  As  time  goes  on,  a  greater  and  greater  number  of  such  experi¬ 
ences  become  linked  up  with  this  same  continuing  emotion,  which,  therefore, 
gains  in  strength,  with  the  result  that  when  the  child  has  become  an  adult 
he  reacts  with  undue  emotional  emphasis  to  the  least  suspicion  of  any  dis¬ 
appointment  whatsoever.  This  is  the  so-called  “trauma  of  weaning,”  which, 
so  say  the  above-mentioned  specialists,  often  serves  as  the  foundation  of 
certain  types  of  adult  psychasthenic  behavior.  In  hysteria,  similar  processes 
are  operative.  While  psychoanalysts  no  longer  believe  that  actually  experi¬ 
enced  sexual  traumata  cause  hysteria  (Culpin),  for  unfortunate  sex  ex¬ 
periences  are  common  in  childhood  and  usually  remain  as  conscious  but  in¬ 
nocuous  memories,  yet  they  may  also  serve  as  fixation  points  for  emotional 
discharges  which  belong  to  still  earlier  experiences.  The  sex  episode  itself 
probably  was  not  the  prime  cause  of  a  later-appearing  hysterical  state ;  what 
that  was,  usually  remains  unknown  and  probably  involved  a  great  many 
previous  factors,  including  many  “horrible  episodes”  which  the  child  ex¬ 
perienced  only  in  his  imagination. 

Thus  the  emotion  which  to-day  is  attached  to  any  given  psychoneurotic 
symptom  may  with  reason  be  said  to  be  the  same  emotion,  long  repressed 
yet  steadily  developing,  which  earlier  accompanied  some  related  experience. 
Years  later,  when  some  circumstance  revives  this  emotion,  it  appears  in  con¬ 
sciousness,  but  clothed  with  many  ideas  gained  during  the  intervening  years. 
The  Oedipus  complex,  for  example,  says  the  psychoanalyst,  did  not  exist  as 
such  in  the  infant’s  mind,  although  it  has  its  origin  then  and  there ;  it  began 
as  the  infant’s  desire  for  possession  tinged  with  some  kind  of  sex  coloring. 
Its  later  development  in  the  unconscious  runs  parallel  with  the  growth  of 
knowledge,  each  increment  of  which  when  gained  adds  itself  to  this  uncon¬ 
scious  motivation,  until  finally,  when  adult  sex  sensations  are  possible,  the 
incest  motivation  exists  full  blown,  although  deep  in  the  unconscious.  The 
individual  is  not,  and  never  has  been,  clearly  conscious  of  its  presence.  Dur¬ 
ing  infancy,  he  could  not  be,  because  of  his  ignorance;  in  adult  life  he  cannot 
be,  since  such  motivation  cannot  be  brought  to  awareness.  But  this  com¬ 
plex,  developed  slowly  during  many  years,  expresses  itself  during  adult  life 
as  many  an  emotional  attitude,  many  a  prejudice,  and  prompts  many  an 
action,  all  apparently  unrelated  to  sex  life,  but  which  cannot  be  understood 
without  reference  to  the  past  (page  234). 

The  claim  of  the  psychoanalysts  is  that  the  character  traits  of  the  infant 
begin  their  development  at  the  time  when  external  influences,  that  is,  the 
mother  or  the  nurse,  begin  to  interfere  with  his  few  but  to  him  strong  in- 
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stinctive  reactions ;  and  that  the  first  of  such  interferences  which  he  is  likely 
to  resent  has  to  do  with  the  control  and  regulation  of  his  sphincters.  The¬ 
oretically  this  is  important,  since  to  each  child  it  always  is  the  first  enforce¬ 
ment  of  a  social  prohibition.  If  on  those  first  occasions  such  training  hap¬ 
pened  to  arouse  strong  resentment,  then  resentment  and  obstinacy  begin  their 
development,  and  the  motivation  thus  started  continues  its  growth  deep  in 
the  unconscious,  until  later,  in  adult  life,  it  expresses  itself,  for  illustration, 
in  miserliness,  in  psychoneurotic  trends,  or  as  antisocial  or  criminal  attitudes. 

We  cite  these  illustrations  because  of  their  very  suggestive  value. 
The  internist  primarily  is  a  biologist  and  knows  too  little  of  psycho¬ 
analysis  either  to  accept  or  reject  its  teachings;  but  that  the 
Freudian  school  has  led  him  to  some  very  serious  thinking  is  a  debt 
which  he  gratefully  acknowledges. 

The  human  environment  (this  belongs  more  in  our  field)  pro¬ 
vided  the  child  by  the  family  group  of  which  he  is  a  part,  is  very 
important  in  the  determination  of  his  future  emotional  character¬ 
istics.  The  overpetted  child,  the  unloved  child  brought  up  in  an 
atmosphere  of  neglect,  the  child  who  from  infancy  must  witness 
frequent  quarrels,  the  one  who  watches  selfish  adults  gain  their 
ends  by  unjust  means,  cannot  but  be  affected  thereby.  Since  in 
each  family  group  such  influences  are  likely  to  continue  from  gen¬ 
eration  to  generation,  inheritance  is  often  held  responsible  for 
many  a  preventable,  unfortunate,  emotional  trend  thus  aroused. 
Later,  the  examples  in  behavior  which  a  child’s  parents  and  the 
older  children  set  him;  the  mishandling  by  teachers  and  school¬ 
mates  of  his  emotional  trends ;  the  effects  of  the  frights  and  other 
psychical  injuries  which  he  receives;  the  results  of  his  reactions  to 
the  various  taboos  to  which  he  is  made  to  subscribe ;  all  of  these 
influence  personality  development,  determine  some  of  these  reac¬ 
tions  which  lead  to  abnormalities  in  behavior,  and  serve  as  a  basis 
for  later  psychoneurotic  states. 

INFANTILE  SEXUALITY:  FANTASY:  THE 
SUPEREGO 1 :  INTEGRATION 

Freud  emphasized  the  importance  in  personality  development  of 
the  sex  impulse  of  childhood  (page  231).  Indeed,  it  would  seem 
(this  doubtless  is  a  superficial  and  possibly  unjust  opinion)  that  he 
and  some  of  his  followers  consider  the  ontogenesis  of  personality 
to  be  chiefly  a  problem  of  the  evolution  of  these  trends.  While  we 
are  not  in  a  position  to  deny  the  Freudian  thesis,  yet  we  do  feel 
that  while  these  two  evolutions  may  run  parallel,  yet  that  they  are 
not  necessarily  interrelated ;  for  many  a  person  with  fine  personal¬ 
ity  development,  as  judged  by  his  business  and  social  success  and 
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freedom  from  psychoneurotic  trends,  follows  markedly  abnormal 
sex  habits. 

The  thought-life  of  the  infant  is  largely  one  of  fantasy.  Objec¬ 
tivity  is  at  first  entirely  absent;  it  emerges  only  when  reality  be¬ 
comes  to  him  disagreeably  insistent.  So  complete  is  a  child’s  solip¬ 
sism  that  his  curiosities  even  about  the  persons  around  him  are  en¬ 
tirely  an  affective,  and  not  a  reality,  interest.  “Persons  and  things 
to  the  child  are  real  only  in  proportion  as  they  are  thoughts  which 
like  toys  he  can  play  with  freely.”  A  chip  floating  on  a  pail  of 
water  becomes  to  him  a  yacht  under  full  sail ;  a  badly  broken  doll, 
a  real  personality.  Indeed,  to  him  the  broken  toy  often  seems 
more  worth-while  than  a  perfect  one,  perhaps  because  it  bears  the 
evidence  that  it  is  his.  A  recognition  of  such  solipsism  explains 
the  soliloquies  of  children  at  play ;  also,  the  word  manipulation  of 
the  insane.  It  is  these  earliest  manipulations  of  his  thoughts  which 
bring  the  child  into  contact  with  reality,  and  this  he  resents,  making 
at  first  efforts  to  adapt  reality  to  his  fantasies  and  not  his  fantasies 
to  it.  The  day-dreaming  of  adults  involves  much  the  same  prob¬ 
lem;  also  the  autistic  life  of  the  schizophrenic.  The  efforts  of  the 
kindergarten,  in  some  ways  more  valuable  in  terms  of  personality 
development  than  are  universities,  are  successful  in  proportion  as 
they  assist  the  child  to  become  objective;  that  is,  to  gain  reality. 
It  is  with  this  in  view  that  the  child  early  should  have  pet  animals, 
and  be  encouraged  to  engage  in  nature  study,  in  sports,  carpentry, 
coin  and  stamp  collections,  etc. 

Fantasy. — To  the  operation  of  this  private  life  of  fantasy  some 
of  the  “criminal  tendencies”  as  well  as  some  of  the  prepsychoneu¬ 
rotic  trends  of  children  can  be  ascribed.  In  it  we  find  that  sadism 
which  explains  the  child’s  destructiveness,  his  cruelty  to  other  chil¬ 
dren  and  to  his  parents,  which  sometimes  persist  little  altered  into 
adult  life.  Usually,  however,  this  trend  in  adults  manifests  itself 
in  its  inverted  form ;  that  is,  as  the  fear  of  the  psychasthenic  that 
he  may  hurt  other  people,  and  his  dread  lest  others  hurt  themselves. 
Parents  should  adapt  themselves  to  this  fantasy  world  of  their 
children  in  their  efforts  to  help  him  to  build  up  a  conscience  (the 
superego,  the  ego-ideal),  and  should  at  no  time  antagonize  too 
sharply  his  physiological  primary  self-consciousness  (the  “id”). 
The  superego,  unlike  the  “id,”  is  an  unconscious  system,  yet  one 
which  assumes  the  role  of  mentor  of  all  behavior.  The  difficulties 
the  child  has  in  adjusting  its  dictates  to  his  normal  libidinal  de¬ 
mands  explains  some  of  his  delinquencies,  and,  later,  some  of  the 
symptoms  of  his  adult  psychoneuroses,  as  well  as  the  behavior  of 
some  criminals. 
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Healy  showed  that  some  forms  of  juvenile  delinquency,  as  kleptomania 
and  vagrancy,  can  be  traced  back  to  childhood  sexual  experiences  provided 
the  child,  because  of  the  taboo  enforced  by  his  parents,  has  kept  his  affairs  to 
himself  and  resisted  all  thoughts  or  impulses  associated  with  them.  In  that 
case,  other  apparently  unrelated  impulses  will  take  their  place.  It  is  not  the 
sex  impulse  but  the  terrible  emotional  emphasis  placed  on  it  which  explains 
his  criminal  behavior.  For  illustration,  weary  of  his  struggle  to  resist  “evil” 
thoughts,  the  child  steals  the  nearest  thing  at  hand. 

The  behavior  disorders  of  children,  their  ideas  of  guilt,  and  the 
psychoneuroses  of  adults,  especially  their  anxiety  states,  are  not 
always  products  of  real  situations ;  that  is,  they  seldom  arise  from 
the  historical  incidents  of  childhood.  They  may,  indeed,  be  the 
result  of  entirely  subjective  psychic  trauma  associated  with  the 
struggles  the  child  makes  to  gain  stability  of  equilibrium  between 
the  “id”  and  superego  (conscience)  demands,  when  libidinal  urges 
conflict  with  the  tyranny  of  the  latter. 

Integration. — In  the  later  years  of  childhood,  personality 
should  become  permanently  integrated.  Normal  personality  is 
always  well  unified.  To  fulfill  the  aim  of  his  dominant  motive,  all 
of  a  man’s  various  faculties  involved  in  feeling,  in  responding  to 
external  and  emotional  stimuli,  in  thinking,  walking,  talking,  choos¬ 
ing,  etc.,  should  be  directed.  All  secondary  ideas  and  purposes  not 
consistent  with  this  should  be  either  excluded  or  abandoned.  In¬ 
consistencies  are  abhorrent  to  the  well-unified  personality.  The 
college  boy  brought  up  a  fundamentalist  in  religion  who,  when 
commenting  on  the  sciences  of  geology  and  biology  which  he  then 
was  studying,  said,  “I  can  see  that  evolution  is  a  fact,  but  I  know 
that  it  isn’t  true,”  will  never  be  a  leader  of  men.  “This  one  thing 
I  do,”  says  the  man  with  strongly  integrated  personality  and  he 
abandons  all  interests  which  conflict  with  his  struggles  in  following 
that  particular  aim.  In  children  this  integration  is  weak,  and  it 
is  quite  to  be  expected  that  phobias  and  all  sorts  of  anxiety  states 
should  arise ;  that,  thanks  to  their  fantasy-life,  pavor  nocturnus 
(page  229)  should  take  the  forms  of -terrifying  dreams ;  that  obses¬ 
sional  thinking  and  compulsive  acts  should  be  common;  that  self- 
serving  symptoms  should  be  of  almost  daily  occurrence  (as  the 
pain  which  is  just  severe  enough  to  keep  the  child  from  school,  but 
which  disappears  just  as  soon  as  it  is  too  late  for  him  to  go).  As 
personality  integration  becomes  stronger  and  stronger,  however,  all 
of  these  trends  tend  to  disappear.  In  some  adults  this  integration 
at  times  fails  completely  (page  315),  with  obsessions,  compulsions, 
anxiety  states  and  conversion  phenomena  the  result. 
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DELINQUENCY  OR  PSYCHONEUROTIC  ILLNESS 

In  their  development,  psychoneurotic  states  and  juvenile  delin¬ 
quency,  like  sex  perversions,  are  related,  in  the  sense  that  they  are 
alternative  conditions ;  under  proper  conditions  either  the  one  or 
the  other  may  emerge.  Children  between  30  and  35  months  of  age 
show  maximum  resistance  mechanisms  against  social  control.  It 
is  then  that  those  larval  tendencies  to  antisocial  behavior  begin, 
which  later  in  school  may  crystallize  into  delinquent  activities ;  or, 
these  trends,  early  inhibited  in  their  aims  and  diverted  into  sub¬ 
terranean  channels,  may  remain  concealed  until  later,  when  at 
moments  favorable  to  themselves  they  “suddenly  debauch,  either  as 
a  stream  of  social  or  antisocial  (criminal)  activities,”  or  as  psycho¬ 
neurotic  or  psychotic  syndromes.  In  some  cases,  however,  pre¬ 
psychoneurotic  traits  appear  first,  and  later  give  place  to  active  de¬ 
linquent  behavior.  Nevertheless,  some  psychoneurotic  states  and 
many  of  the  major  psychoses  of  adults  have  no  apparent  relation¬ 
ship  to  any  factors  Operative  in  childhood.  Certainly  not  all  “bad 
boys”  become  adult  criminals,  nor  were  all  adult  criminals,  bad 
boys.  The  reverse  sometimes  is  the  case.  Juvenile  delinquency 
(which  we  shall  discuss  only  as  it  occurs  as  an  alternative  of  psy¬ 
choneurotic  illness)  is  largely  the  result  either  of  the  failure  of  the 
child  to  adjust  his  personal  interests  to  the  social  standards  of 
behavior  of  his  parents,  of  his  school-teachers,  et  ah,  or  of  the 
reactions  he  makes  to  the  treatment  received  from  his  older 
brothers  and  sisters  and  playmates.  In  still  other  cases,  either  the 
lack  of,  or  a  delay  in,  superego  formation  leads  either  to  juvenile 
delinquency  or  to  the  development  of  psychoneurotic  states.  Also, 
the  attempt  to  escape  from  the  censorship  of  conscience  explains 
that  marked  regression  which  some  children  show  when  they  return 
to  early  infantile  habits  which  lead  to  antisocial  conduct.  Again, 
either  of  the  above  two  developments  (delinquency  or  illness)  may 
be  interpreted  as  attempts  to  obtain  punishment  in  order  to  satisfy 
the  tyranny  of  the  superego. 

And,  finally,  the  appearance  of  either  active  delinquency  or  of 
psychoneurotic  states  may  depend  on  the  presence  of  some  special 
gift  or  innate  superiority,  or  of  the  reverse,  because  of  which  the 
child  does  not  easily  make  his  place  in  society.  A  lack  of  natural 
endowment  often  leads  to  minor  truculence,  defeatism,  or,  through 
substitution  or  overcompensation,  to  the  opposites  of  these ;  while 
unusually  fine  gifts  may  lead  the  brilliant  child,  who  for  this  reason 
has  difficulty  in  adapting  himself  to  the  life  about  him,  either  to 
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engage  in  active  abnormal  behavior  or  to  develop  physical  ill  health. 

The  young  child’s  sense  of  possession,  of  power,  his  desire  for 
the  gratification  of  his  wishes,  etc.,  are  determined  by  his  attitude 
towards  his  parents.  It  is  “upon  them  that  all  his  feelings  of  de¬ 
pendency  are  hung;  from  them  that  all  of  his  expectations  of  good 
are  derived.”  It  is  the  favorable  or  the  unfavorable  character  of 
this  mutual  relationship  which  in  large  degree  determines  the  child’s 
sense  of  worthiness  or  his  sense  of  guilt ;  his  exemplary  conduct  or 
his  disorderly  behavior;  his  social  or  his  antisocial  attitudes;  his 
desire  for  punishment;  his  fine  emotional  balance,  or  his  unfortu¬ 
nate  psychoneurotic  trends. 

The  affective  relationship  of  the  child  to  father,  mother, 
and  early  teachers  will  be  greatly  influenced  by  any  treatment 
which  he  believes  to  be  unjust.  He  may,  if  injured  by  ridicule, 
overattention,  or  neglect,  develop  the  tendency  later  to  take  noth¬ 
ing  seriously.  If  put  off  with  untruths,  he  may  later  come  to  think 
that  truthfulness  and  a  realistic  attitude  towards  life  are  unimpor¬ 
tant.  While  an  unfortunate  emotional  attitude  of  the  child  to  his 
parents  is,  according  to  Freud,  the  origin  of  his  deepest  repressions 
and  strongest  resistances,  and  leads  to  many  pathological  mental 
states  and  behavior  abnormalities,  yet  his  position  in  the  family  also 
may  call  for  similar  repressive  tendencies,  although  these  lie  much 
nearer  the  conscious  level.  The  only  child,  and,  since  the  only 
one,  possibly  the  offspring  of  overcautious  or  overnervous  par¬ 
ents,  characteristics  which  he  may  inherit,  is  likely  to  receive  too 
good  care,  and  so  early  he  gets  the  idea  that  the  world  is  hostile 
to  him.  He  gains  an  exaggerated  sense  of  self-importance,  be¬ 
comes  unable  to  adapt  himself  to  his  fellows,  and,  especially,  pays 
too  great  attention  to  his  own  health.  Babied  and  praised,  he  soon 
acquires  a  feeling  of  superiority,  and  so,  later,  when  first  he  meets 
competition,  as  in  school,  if  he  fails  to  measure  up  to  his  confident 
expectations,  he  develops  peevishness,  truculence,  or  invalidism; 
while  if  he  succeeds,  he  becomes  a  prig. 

A  child  much  younger  than  the  next  older  child  may,  assisted 
by  the  latter,  also  develop  these  same  traits.  The  eldest  child,  the 
“understudy”  to  his  father,  emotionally  matures  early,  feels  exces¬ 
sively  important  and  comes  to  overvalue  power  and  authority.  In 
case  he  lacks  sufficient  endowment  successfully  to  play  this  part 
before  the  younger  children,  he  may  resort  to  compensatory  meas¬ 
ures  or  may  retreat  into  illness.  The  arrival  of  a  second  child  may 
precipitate  in  the  first  a  neurotic  disorder,  as  the  reassertion  of  in¬ 
fantile  reactions  in  the  form  of  sickness,  or  cruelty  projected  to  all 
younger  children.  This  second  child,  in  turn,  is  a  marked  com- 


268 


The  Ontogenesis  of  Personality 


petitor  of  the  first  and  therefore  makes  great  efforts  to  excel  him. 
Since  he  has  nothing  to  lose,  he  resorts  to  no  such  alibi  as  illness. 
The  youngest  child,  if  welcomed  by  the  others,  like  the  second,  also 
develops  an  ambition  to  excel  and  is  little  subject  to  psychogenic 
illnesses.  If,  however,  the  others  regard  him  with  jealousy  as  one 
who  shares  their  already  too  few  privileges,  he  may  develop  either 
the  feeling  that  he  can  never  compete  with  them,  and  so  becomes 
pessimistic  and  solitary,  or  reactive  complexes  arise,  as  stammering, 
peculiarities  of  character,  excessive  reserve,  and  introvert  self¬ 
torment,  evidences  of  the  so-called  “castration  fear.”  If,  however, 
because  of  marked  ability  he  “makes  good,”  since  it  is  at  the  cost 
of  his  own  peace  of  mind,  he  becomes  in  his  own  eyes  a  little  hero 
with  audacity  not  born  of  real  self-confidence. 

OVERCOMPENSATION 

That  constitutional  inferiority  which  merely  expresses  the  weak¬ 
ness  normal  to  childhood  is  the  primary  urge  to  all  proper  psychic 
growth  and  development.  Such  is  abnormal  only  when  unduly 
stressed.  That  constitutional  inferiority,  on  the  other  hand,  which 
gives  the  child  reason  to  contrast  himself  unfavorably  with  those 
of  his  own  age,  is  important,  since  it  leads  either  to  emotional  over¬ 
compensations  or  to  a  complex  of  inferiority. 

Any  unusual  physical  characteristic  may  serve  as  the  basis  of 
overcompensation.  Among  these  are:  unusual  size,  whether  too 
large  or  too  small ;  red  hair ;  unusual  beauty  or  marked  ugliness ; 
scoliosis  (page  185)  ;  left-handedness;  any  physical  deformity,  etc. 
If  such  overcompensation  becomes  well-balanced,  the  psychic  life 
remains  normal  and  excellence  may  result.  Thus  we  may  explain 
the  unusual  skill  of  the  one-armed  tennis  player  and  the  eloquence 
of  the  one  who  has  conquered  a  speech  defect. 

While  each  normal  child  always  strives  to  enhance  his  own  per¬ 
sonal  worth  and  to  gain  a  privileged  position,  those  with  an  organic 
inferiority  may  struggle  so  hard,  and  with  such  little  success,  for 
compensation,  that,  as  a  result,  they  lessen  their  capacity  for  the 
development  of  proper  social  feelings  and  become  so  absorbed  in 
themselves  and  in  their  own  advancement  that  later  they  not  only 
are  unable  to  adjust  themselves  well  socially  but  even  become 
criminally  minded.  This  trend  may  be  evident  even  at  two  years  of 
age.  Some  adults  who  have  failed  in  this  struggle  for  overcom¬ 
pensation  develop  a  psychoneurosis,  in  extreme  cases,  even  a  psy¬ 
chosis,  since  it  may  have  led  even  to  the  complete  exclusion  of 
reason.  The  above,  however,  would  seem  seldom  to  be  true  of 
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physically  deformed  children.  Unless  in  pain,  they,  until  near 
puberty,  happily  make  the  most  of  even  distressing  disabilities. 
Later,  an  inferiority  complex,  often  with  overcompensatory  atti¬ 
tudes,  may  develop.  It  would  seem  to  be  the  inadequacies  in  the 
personality  sphere  which  early  lead  to  the  most  unfortunate  over¬ 
compensations. 

The  presence  of  overcompensations  may  in  some  cases,  however, 
have  a  still  deeper  meaning  than  the  attempt  merely  to  overcome 
some  handicap.  That  is,  it  may  be  the  expression  of  a  much 
simpler  biological  trend,  the  so-called  “power  motive”  which  has 
been  assumed  for  each  child,  which  indirectly  leads  to  the  same 
trends  and  attitudes  as  does  overcompensation.  In  normal  young 
children  this  motive  may  express  itself  in  aggressive  attitudes  and 
destructive  acts  (Freud)  ;  in  adults,  it  may  explain  certain  cases  of 
the  various  psychoneuroses,  insanities,  and  crimes,  which  allow  of 
the  interpretation  that  they  are  expressions  of  an  inordinate  will  to 
power  arising  out  of  an  antecedent  stressed  feeling  of  inability  to 
meet  the  necessary  obligations  of  social  life. 

THE  COMPLEX  OF  INFERIORITY 

The  feeling  of  inferiority  which  results  from  physical  disabilities, 
real  or  imagined,  from  an  unfortunate  place  in  the  family,  from  the 
early  mishandling  of  the  emotions  by  parents,  schoolmates,  and 
others,  or  from  repeated  failures  in  cherished  projects,  etc.,  may 
fail  to  reach  satisfaction  through  overcompensation.  The  child 
thus  conditioned  withdraws  himself  from  all  association  with  others 
and  throughout  life  harbors  a  defeatist  attitude.  He  never  faces 
bravely  any  disadvantageous  situation,  and  as  a  result  of  each  de¬ 
feat  his  complex  becomes  still  more  exaggerated.  If  a  critical  situ¬ 
ation  arises,  he,  whether  child  or  adult,  either  makes  spasmodic 
display  of  overcompensation  by  uttering  absurdly  exaggerated 
claims,  by  attempting  foolish  projects,  by  engaging  in  antisocial 
activities,  or  he  suffers  a  complete  nervous  breakdown.  Naturally, 
such  illnesses  develop  especially  at  puberty,  marriage,  on  entering 
into  business,  and  at  the  menopause. 

LIMITED  BIBLIOGRAPHY 

i.  In  this  section  we  quote  extensively  from  Miller  (Culpin,  “Recent  Ad¬ 
vances  in  Psychoneuroses,”  1931). 
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THE  PSYCHONEUROSES  IN  GENERAL 

HISTORICAL  SKETCH 

Although  the  state  of  “nervous  exhaustion/’  or  “nervous  as¬ 
thenia,”  was  recognized  of  old,  the  term  “neurasthenia”  was  not 
introduced  until  1869,  when  Beard  1  applied  it  to  what  he  thought 
to  be  a  definite  syndrome,  the  result  of  exhausting  diseases  and  the 
cause  of  many  functional  derangements.  He  considered  it  “a  dis¬ 
ease  of  civilized  intellectual  communities,”  “a  part  of  the  com¬ 
pensation  we  pay  for  our  progress  and  refinement.”  He  gave  as 
its  symptoms :  “general  malaise,  debility  of  all  functions,  poor  ap¬ 
petite,  abiding  weakness  in  the  back  and  spine,  fugitive  neuralgic 
pains,  hysteria,  insomnia,  hypochondriasis,  disinclination  for  con¬ 
secutive  mental  labor,  and  severe  and  weakening  attacks  of  sick 
headaches.”  To  the  above  list  of  symptoms,  his  followers  2  added 
the  “phobias.”  The  diagnosis  “neurasthenia”  was  justified,  Beard 
said,  only  in  cases  without  evidence  of  organic  disease. 

The  above  definition  certainly  covered  a  wide,  heterogeneous 
group  of  cases :  practically  all  of  the  psychoneuroses ;  some  mild 
“insanities”;  migraine;  and  many  organic  diseases  which  in  his 
day  were  not  recognizable  by  the  methods  of  diagnosis  then  avail¬ 
able.  Nevertheless,  he  is  the  first,  so  far  as  we  can  ascertain,  who, 
by  describing  “neurasthenia”  as  “a  part  of  the  compensation  we 
pay  for  our  progress  and  refinement,”  related  it  to  cumulative  con¬ 
stitutional  inferiorities  resulting  from  our  anxious  manner  of  liv¬ 
ing.  Charcot,  later,  studying  the  same  group  of  cases,  elaborated 
the  picture  of  hysteria;  and  Janet,  that  of  psychasthenia,  to  which 
he  gave  its  name. 

While  we  realize  the  need  of  a  new  nomenclature  to  designate 
the  psychoneuroses,  yet  we  know  of  no  better  classification  of  them 
than  “neurasthenia,”  “psychasthenia”  and  “hysteria,”  provided 
these  terms  are  clearly  defined.  The  term  neurasthenia  (page 
280),  as  it  is  to  be  used  in  this  study,  is  applied  to  psychogenic 
syndromes  exhibited  by  patients  previously  not  at  all  psychoneu¬ 
rotic,  which  are  based  on  anxiety:  on  apprehension  concerning 
some  organic  disease,  real  or  feared ;  or  on  worry  aroused  by  some 
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social  maladjustments  in  which  the  patient  takes  no  pride  and  for 
which  a  psychogenic  physical  syndrome  serves  as  a  convenient  sub¬ 
stitute.  Its  prognosis  is  good.  As  psychasthenia  (page  318),  we 
shall  designate  those  syndromes,  especially  phobias,  anxiety  attacks, 
and  compulsive  and  obsessional  states,  which  are  evidence  of  life¬ 
long  anxiety  trends.  Under  hysteria  (page  346),  we  group  those 
self-serving  psychogenic  physical  syndromes  which  are  accurate 
copies  of  organic  diseases,  presented  by  patients  who  have  no  con¬ 
scious  desire  to  deceive.  For  such  terms  as  “neurotic,”  “functional 
nervous  troubles,”  “neurosis,”  etc.,  we  can  find  no  place.  The 
term  “minor  psychoses”  we  cannot  use  of  the  psychoneuroses,  since 
it  implies  that  these  illnesses  are  the  minor  grades  of  the  major 
psychoses,  which  they  certainly  are  not.  Some  writers  would  sep¬ 
arate  the  “somatoneuroses,”  with  symptoms  referable  to  the  phys¬ 
ical  organs,  from  the  “psychoneuroses,”  with  symptoms  suggesting 
mental  difficulties.  Others  use  the  term  “endogenous,”  if  the  ob¬ 
ject  of  the  anxiety  is  some  dysfunction  of  the  patient’s  own  body 
or  psyche,  and  “exogenous,”  if  the  patient’s  mind  is  occupied 
largely  with  ideas  concerning  his  environment,  his  family,  his 
work,  etc.  In  all  the  above  distinctions  we  can  see  little  of  value, 
since  all  of  these  adjectives  might  apply  to  many  cases  of  each  of 
the  psychoneuroses. 

ETIOLOGY 

It  should  be  recognized  that  there  is  no  one  symptom,  no  one 
emotional  or  somaticovisceral  reaction,  which  is  characteristic  of 
any  one  of  the  psychoneuroses.  In  all  of  the  latter  the  same  ele¬ 
ments  enter,  but  in  very  different  degrees.  Psychoneurotic  states, 
although  often  based  on  slight  or  misunderstood  diseases,  are 
strictly  psychogenic;  they  result  from  the  maladjustment  of  pa¬ 
tients  to  the  problems  of  life,  physical  or  social,  which  confront 
them.  Since  such  problems  are  common  to  all  men,  the  possibility 
that  a  psychoneurosis  may  arise  depends,  not  on  the  problem  itself, 
but  on  the  patient’s  reaction  to  it,  which  in  turn  is  determined 
largely  by  his  mental  pattern.  The  fact,  however,  that  so  abnor¬ 
mal  a  condition  as  a  psychoneurosis  can  arise  under  conditions 
more  or  less  common  to  all  men,  is  of  itself  evidence,  on  the  part 
of  those  who  thus  suffer,  of  an  innate  or  early  developed  constitu¬ 
tional  inferiority  within  their  emotional  and  physical  lives. 

While  the  symptoms  of  a  “pure”  psychoneurosis  are  often 
thought  of  as  belonging  entirely  within  the  mental  sphere,  yet 
those  of  them  which  suggest  organic  disease  are  as  much  condi¬ 
tioned  by  anatomy  and  physiology  as,  and  in  quality  differ  little 
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from,  those  of  these  organic  diseases  themselves  (page  7).  They 
often  differ  quantitatively,  in  which  case  those  of  a  psychoneurosis 
frequently  are  more  severe  and  continue  for  a  longer  period  of 
time  than  do  the  similar  pains  of  organic  lesions.  Both  will  be 
referred  to  the  same  skin  area  of  reference,  and  both  tend  to  set  up 
the  same  reflex  dysfunctions  of  related  organs.  If  among  the 
emotional  forces  involved  is  dread,  whether  such  be  aroused  by 
the  perceptions  of  the  symptoms  of  actual  disease  or  by  an  organ 
dysfunction  emotionally  induced,  it  will  liberate  those  visceral  re¬ 
actions  which  normally  are  a  part  of  all  fear  states  (page  317), 
and  the  sensations  which  these  latter  reactions  arouse  will  add 
themselves  to  the  clinical  picture.  Since  the  dysfunctions  of  any 
organ,  if  long  continued,  tend  to  lead  to  tissue  changes,  in  some 
tissues  more  easily  than  in  others,  those  primarily  psychogenic  may 
result  in  the  production  of  permanent  lesions. 

Psychoneuroses  and  Organic  Diseases. — In  the  etiology  of 
a  psychoneurosis,  any  organic  disease  may,  directly  or  indirectly, 
have  a  share.  The  ordinary  symptoms  of  this  latter  disease,  if 
misunderstood  or  disturbing  to  the  patient’s  peace  of  mind,  may 
be  stimuli  for  anxiety  reactions  which  not  only  intensify  the  vis¬ 
ceral  dysfunctions  peculiar  to  that  disease,  but  add  others,  the 
stimuli  for  which  arise  in  the  cortex.  Early  in  serious  diseases 
these  psychic  reactions  often  are  so  prominent  that  they  mask 
the  evidences  in  consciousness  of  the  organic  trouble,  until,  and 
much  to  the  doctor’s  discomfort,  the  disease  becomes  undeniably 
evident,  or,  as  occasionally  happens,  the  lesion  suddenly  proves 
fatal.  This  problem  is  well  discussed  by  Weisenburg,  Yashkin  and 
Pheasants.3 

Some  organic  diseases  when  mild  may  for  years  cause  as  their 
only  symptom  (or  at  least  the  sole  one  noticed)  easy  fatigability, 
a  condition  which,  thirty  years  ago,  was  considered  sufficient  for 
a  diagnosis  of  neurasthenia,  even  though  the  patient  reacted  nor¬ 
mally  to  his  exhaustion.  Now,  we  use  the  terms  “neurasthenia” 
and  “psychasthenia”  only  of  those  states  which  arise  as  results  of 
the  patient’s  anxiety  reactions  to  the  indefinite  evidence  of  his  ill¬ 
ness  ;  in  the  above  cases,  to  his  exhaustion.  His  anxiety,  however, 
may  be  directed,  not  so  much  to  the  disease  itself,  but  to  its  pos¬ 
sible  effects  on  his  personal,  social  or  economic  life ;  or  his  worry 
may  be  that  a  correct  diagnosis  has  not  as  yet  been  made,  and 
anxiety  arises  because  of  his  fears  of  what  his  trouble  possibly 
may  prove  to  be. 

The  patient’s  cortiovisceral  reactions  to  vague  symptoms  of  dis¬ 
ease  may  or  may  not  involve  the  organ  responsible  for  the  latter. 
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Fear,  suggestion,  or  accident  may  select  some  unrelated  and  normal 
organ,  on  which  he  proceeds  to  focus  his  emotional  interests,  with 
the  result  that  the  dysfunctions  of  this  substituted  organ,  much 
exaggerated,  confuse  the  clinical  picture.  Or,  and  more  often,  the 
normal  organ  providing  the  symptom  is  one  reflexly  disturbed  by 
a  related  and  diseased  one,  but  the  evidences  of  dysfunction  of  the 
former  alone  may  attract  the  patient’s  attention,  either  because  they 
are  more  conspicuous  or  are  more  fear-inspiring  than  those  stimu¬ 
lated  by  the  lesion  itself.  Thus,  a  “latent”  cholecystitis  may  re¬ 
flexly  cause  distressing  vomiting  or  apparently  serious  cardiac 
dysfunctions.  Such  masking  of  a  latent  disease  by  the  dysfunc¬ 
tions  of  a  normal  organ  emotionally  or  reflexly  disturbed  may  be 
almost  complete,  and  if  so  always  places  in  jeopardy  the  doctor’s 
reputation. 

The  symptoms  of  mild  or  of  early  organic  diseases,  since  easily 
misunderstood,  are  especially  calculated  to  call  forth  psychoneu¬ 
rotic  reactions,  and  especially  if  they  suggest  some  serious  condi¬ 
tion.  An  indefinite  pain  at  the  left  of  the  sternum  may  be  due  to 
heart  trouble,  but  it  also  may  be  the  result  of  pleurisy  or  spon¬ 
dylitis  ;  yet,  since  it  always  does  suggest  heart  disease,  it  is  much 
more  likely  to  arouse  apprehension  than  a  similar  pain  felt  at  the 
corresponding  point  on  the  right  side.  If  the  patient  interprets 
correctly  the  former  pain  as  due  to  heart  disease  and  yet  mal- 
ad justs  himself  to  the  idea  of  this  possibility,  the  psychoneurotic 
state  which  arises  will  disappear  just  as  soon  as  the  pain  becomes 
severe,  or  as  soon  as  the  patient  accepts  the  diagnosis. 

Certain  organs  especially  are  involved  in  the  production  of  psy¬ 
choneurotic  states:  among  them,  the  nose,  eyes,  stomach,  colon, 
thyroid  and  other  glands  of  internal  secretion,  and  the  respiratory, 
circulatory,  and  genito-urinary  systems.  The  reason  for  this  is 
that  these  are  innervated,  not  only  by  the  segmental  and  preseg- 
mental  divisions  of  the  central  nervous  system,  and  therefore  are 
subject  to  emotional  influences,  but  also  because  they  are  richly 
innervated  by  the  autonomic  nervous  system,  by  both  its  sympa¬ 
thetic  and  its  parasympathetic  divisions.  Therefore,  the  dysfunc¬ 
tions  of  the  above-named  organs  may  not  only  be  responses  to  re¬ 
flexes  from  other  organs  or  to  emotions,  but  they,  in  turn,  are 
capable  of  reflexly  exciting  the  dysfunctions  of  other  and  normal 
organs,  as  well  as  of  directly  arousing  further  emotional  disturb¬ 
ances. 

Another  group  of  symptoms  now  known  to  depend  directly  on 
organic  lesions  should  at  this  point  be  mentioned,  since  thirty  years 
ago  they  were  supposed  to  be  purely  psychogenic.  Among  them 
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are  certain  headaches,  certain  results  of  nasal  pressure,  and  those 
pains  which  represent  the  viscerocutaneous  reflexes  of  Head, 
which  often  indicate  the  presence  of  serious  organic  diseases. 
Also,  organs  which,  although  not  diseased,  nevertheless  are  physi¬ 
ologically  inadequate  to  the  needs  of  the  body,  frequently  give  rise 
to  psychoneurotic  states.  Such  inadequacy  may  be  the  result  of 
some  congenital  defect  of  development,  of  some  endocrine  imbal¬ 
ances,  or  of  some  previous  diseases  now  recovered  from,  but 
which  left  this  organ  crippled.  If  such  organic  inferiority  dates 
back  to  infancy  or  early  childhood,  it  may  play  a  large  part  in  the 
production  of  psychoneuroses  (Adler).  Those  deficiencies  which 
are  calculated  to  arouse  fear,  and  especially  those  which  interfere 
with  the  fundamental  instincts  of  self-preservation  or  of  the  sex 
life,  are  the  most  effective  in  this  particular. 

And,  finally,  some  syndromes  primarily  psychogenic  are  so  spec¬ 
tacular  that  they  seem  to  demand  an  organic  disease  as  cause. 
Among  such  are  mucous  colitis,  some  of  the  tachycardias,  a  large 
pulsating  goiter,  glycosuria,  etc.  Later,  organic  changes  often  are 
the  results  of  these  dysfunctions.  The  decision  as  to  when  the 
functional  stage  of  these  conditions  ceases  and  that  of  the  organic 
process  starts,  always  is  a  difficult  problem  in  diagnosis. 

With  all  due  respect  to  the  psychopathologists,  who  have  gone 
much  too  far  afield  in  their  explanation  of  psychoneurotic  states 
on  the  basis  of  mental  mechanisms  alone,  it  is  important  to  realize 
that  the  list  of  latent  and  only  recently  recognized  organic  lesions 
which  serve  easily  as  basis  for  psychoneurotic  reactions  is  grow¬ 
ing,  and  that  conditions  at  first  entirely  based  on  fear  or  suggestion 
do  not  long  remain  so.  We  have  not  yet  fathomed  the  ability  of 
the  diseased  pancreas,  liver,  gall  bladder,  etc.,  to  produce  easy 
fatigability  without  definite  symptoms ;  and  of  tuberculosis,  lues, 
and  other  acute  disease  to  run  their  course  and  disappear  unrec¬ 
ognized,  but  leaving  organic  inferiorities  in  their  trail.  We  have 
not  yet  begun  to  appreciate  the  importance  of  the  cured  diseases 
of  intrauterine  life  and  early  infancy  in  conditioning  the  health 
and  happiness  of  the  adult.  Neither  have  we  begun  to  evaluate 
correctly  the  ability  of  long-continued  dysfunctions  cortically  in¬ 
duced  to  produce  permanent  tissue  changes  in  the  viscus  thus  dis¬ 
turbed. 

Among  the  latent  infections  which,  because  of  the  exhaustion 
alone  which  they  cause  (page  292),  are  prone  to  serve  as  the  basis 
of  emotional  reactions  are :  tuberculosis  without  cough ;  malaria 
without  chills ;  systemic  lues  without  visible  lesions ;  parenchyma¬ 
tous  lues  of  the  central  nervous  system  early  in  its  course ;  latent 
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focal  infections,  among  them,  those  of  the  teeth,  tonsils,  nasal 
sinuses,  mastoid,  gall  bladder,  appendix,  endocardium,  bronchi, 
mediastinal  and  retroperitoneal  lymph  nodes,  bones  and  joints,  the 
prostate  and  the  Fallopian  tubes;  and  typhoid  and  other  fevers, 
including  latent  septicemia,  without  easily  determined  physical 
signs,  and  possibly  with  no  fever  at  the  time  the  temperature  is 
taken.  Mild  grades  of  all  of  the  above  diseases  may  run  their 
entire  course  to  recovery  without  giving  one  characteristic  sign; 
merely  exhaustion  and  indefinite  malaise.  In  addition  to  the 
above-mentioned  infectious  diseases  which  when  mild  easily  serve 
as  basis  for  the  production  of  psychoneurotic  states,  should  be 
mentioned  also  several  congenital  and  acquired  physical  conditions, 
as  astigmatism,  nasal  hypertrophies,  organ  inferiorities  of  the 
brain  and  cord,  pancreas,  and  any  other  organ  injured  by  unusual 
grades  of  arteriosclerosis,  etc.  Many  of  the  symptoms  which  these 
cause  were  fifty  years  ago  considered  to  be  entirely  psychogenic. 

Tuberculosis,  that  of  the  lungs  if  without  noticeable  cough,  and 
that  of  several  other  organs  also,  as  of  the  mediastinal  and  retro¬ 
peritoneal  lymph  nodes,  is,  in  the  opinion  of  some,  the  most  im¬ 
portant  of  the  organic  diseases  which  underlie  psychoneurotic 
states.  Few  diseases  during  their  early  stages  are  as  often  over¬ 
looked  or  mistaken  for  as  many  different  conditions  as  is  latent 
pulmonary  tuberculosis.  Among  these  are :  neurasthenia,  because 
of  the  weakness  it  causes;  stomach  trouble,  because  of  the  ano¬ 
rexia,  “acid  dyspepsia,”  nausea,  and  vomiting  which  so  many  of 
these  patients  have ;  malaria,  because  of  periodic  chilly  feelings ; 
anemia,  because  of  the  deceptive  pallor  of  the  skin ;  cardiac  disease, 
because  of  the  weakness  and  palpitation  of  the  heart ;  pelvic  trou¬ 
ble,  because  of  the  amenorrhea ;  hyperthyroidism,  because  of 
nervousness,  loss  of  weight  and  tachycardia.  It  is  such  mistakes 
in  early  diagnosis  which  delay  the  proper  treatment  of  the  disease 
until  it  is  far  advanced.  The  routine  of  taking  the  afternoon 
temperature  of  every  patient  would  prevent  the  most  of  them. 
Ambulatory  typhoid  fever  is  often  treated  for  neurasthenia  (“nerv¬ 
ous  prostration  with  fever”),  but  more  often  it  is  the  latent  post¬ 
typhoid  cholecystitis  which  is  responsible  for  the  later  appearing 
reflex  stomach  disturbances  (pylorospasm  causing  gas  pains,  pain 
after  eating,  eructations,  vomiting,  etc.),  often  diagnosed  “nervous 
indigestion/'  a  syndrome  which  enters  into  many  organ  reaction 
types  and  psychoneurotic  states. 

Influenza,  also,  often  is  cited  as  an  acute  infectious  disease  very 
likely  to  give  rise  to  the  production  of  “neurasthenic”  states,  prob¬ 
ably  because  it  so  often  leaves  behind  itself  a  posterior  sinusitis 
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without  symptoms  suggesting  nasal  infection.  Such  sinusitis  is 
very  apt  to  cause  secondary  infection  of  the  cervical  and  medias¬ 
tinal  lymph  nodes  and  bronchial  tree,  and  chronic  changes  in  the 
gastric  mucosa,  all  of  which  explain  much  of  the  so-called  post¬ 
influenza  “neurasthenia”  (page  280),  “nervous  cough”  and  “nerv¬ 
ous  dyspepsia.”  And  finally,  the  early  stages  of  mild  acute  epi¬ 
demic  meningitis,  of  acute  cerebrospinal  lues,  and  of  subacute  bac¬ 
terial  endocarditis  may,  for  a  while  at  least,  be  marked  merely  by 
fatigue  and  psychic  depression,  often  diagnosed  as  functional. 

One  case  may  be  worthy  of  mention.  A  man  fifty  years  of  age,  whose 
one  and  only  complaint  was  “easy  fatigability,”  was  under  treatment  for 
“neurasthenia.”  He  had  had  no  pains ;  his  pulse  was  regular  and  slow ; 
because  of  the  absence  of  chilly  feelings  and  sweats,  his  temperature  had 
not  been  taken.  One  duty  of  his  special  nurse  was  to  see  that  he  exercised 
regularly  and  vigorously  in  the  open  air,  which  he  couldn’t,  hence  the  con¬ 
sultation.  Since  he  had  had  no  symptoms  suggesting  it,  no  one  had  listened 
to  his  heart.  He  then  was  suffering  from  acute  bacterial  endocarditis  of  the 
aortic  valve;  the  temperature,  then,  was  105°  F.  Ten  days  later,  he  died. 

The  mistake  of  considering  as  “neurasthenia”  also  the  early, 
latent  stages  of  many  progressive  chronic  conditions  was  common 
thirty  years  ago.  Among  these  conditions  are :  nephritis,  with  a 
urine  which  for  weeks  at  a  time  may,  on  superficial  examination, 
pass  as  normal ;  slight  valvular  difficulties  not  yet  discovered ;  gen¬ 
eral  paresis,  before  the  mental  defect  has  become  evident;  mild 
diabetes  mellitus,  with  undiscovered  glycosuria ;  brain  tumor,  if  its 
early  physical  signs  are  overlooked ;  cancer,  in  those  locations 
where  it  gives  no  marked  symptoms ;  the  multiple  degenerations  of 
the  spinal  cord,  in  early  cases  of  chronic  megaloblastic  anemia. 
Such  mistakes  are  most  unfortunate,  since  for  months  or  even 
years  they  delay  proper  treatment. 

In  one  of  our  cases  the  neurologist  made  a  correct  diagnosis  of  primary 
pernicious  anemia  nine  years  before  the  patient  was  readmitted  with  typical 
blood  picture. 

It  is  of  interest  that  psychoneurotic  states  seldom  are  based  on 
other  diseases  of  the  lungs  than  tuberculosis,  probably  because  the 
symptoms  they  cause — cough,  sputum,  pleural  pains,  etc. — usually 
are  too  definite  and  disagreeable. 

In  all  of  the  above  conditions  the  diagnosis  “neurasthenia”  is 
usually  abandoned  by  the  family  as  soon  as  the  correct  diagnosis 
is  made,  although  the  patient  may  continue  to  react  to  his  indef¬ 
inite  symptoms  in  a  neurasthenic  manner  until  his  increasing  phys¬ 
ical  suffering  leads  to  the  destruction  of  the  psychic  superstructure 
of  his  psychoneurotic  state. 

Adjustment. — In  the  production  of  psychoneurotic  states,  the 
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questions  of  “adjustment”  and  “maladjustment”  are  of  primary 
importance.  A  maladjustment  may  arise  in  man's  physical,  men¬ 
tal,  or  social  life.  If  a  man  be  surprised  by  the  diagnosis,  true  or 
mistaken,  that  he  has  a  slight  heart  lesion,  how  will  he  adjust  him¬ 
self  to  that  suggestion?  First,  he  may  accept  the  diagnosis  and 
cooperate  with  his  physician,  follow  his  orders,  trust  to  his  guid¬ 
ance,  and  “carry  on”  to  the  best  of  his  ability.  This  is  normal 
adjustment.  Another  will  repudiate  the  doctor’s  advice,  will  deny 
that  he  has  any  heart  trouble,  and  excludes  from  consciousness  all 
thoughts  of  that  organ.  Such  is  the  Christian  Scientist’s  reaction. 
The  third  person,  one  who  cannot  reconcile  himself  to  the  pos¬ 
sibility  of  his  having  cardiac  disease,  will  not  accept  the  doctor’s 
statements  as  final.  He,  as  a  result,  lives  a  life  of  worry  and  fear. 
He  consults  many  doctors,  always  trying  to  prove  to  himself  that 
he  has  no  heart  trouble.  On  the  other  hand,  a  man  worried  be¬ 
cause  of  some  social,  domestic  or  financial  situation  of  which  he 
is  not  proud,  may,  as  an  “alibi  reaction,”  focus  his  emotional  in¬ 
terest  on  his  quite  normal  heart.  The  psychoneurosis  which  then 
will  develop  will  depend  on  his  mental  pattern.  If  he  happens  to 
be  an  introvert,  anxiety  features  more  and  more  marked  will  ap¬ 
pear.  His  suffering  may  be  extreme.  His  hope  is  that  there  is 
some  cardiac  trouble  (but  one  not  at  all  serious)  and  he  will  try 
to  find  the  doctor  who  will  agree  with  him.  But  if  he  happens 
to  be  an  extrovert,  he  will  convert  the  energy  of  his  anxiety  into 
physical  channels,  will  substitute  an  emotionally  induced  physical 
syndrome  suggesting  heart  trouble  for  his  social  misfortune,  and, 
presenting  many  of  the  symptoms  and  signs  of  heart  disease,  he, 
apparently  without  physical  discomfort,  will  develop  and  exploit 
these  to  the  very  limit. 

Syndromes :  Reactions. — In  the  past,  the  psychoneuroses  have 
been  considered  to  be  clinical  entities,  labeled  “neurasthenia,” 
“psychasthenia”  and  “hysteria.”  That  the  syndromes  thus  desig¬ 
nated  were  definite  enough  to  deserve  distinctive  titles  has  fre¬ 
quently  been  brought  into  serious  question.  Many  writers  have 
been  content  to  speak  of  an  “hysterical  reaction,”  but  not  of  “hys¬ 
teria.”  We  believe,  however,  that,  if  clearly  defined,  these  diag¬ 
noses  have  their  place.  For  illustration :  the  “psychasthenic”  per¬ 
son  is  one  with  a  “psychasthenic  trend,”  therefore  one  who  reacts 
in  a  “psychasthenic”  manner  to  certain  problems  in  his  life,  and, 
in  time,  will  develop  a  “psychasthenic  state,”  a  well-defined  syn¬ 
drome,  which  may  lead  to  life-long  invalidism.  Surely  there  can 
be  little  objection,  in  the  interest  of  brevity,  to  calling  such  an  ill¬ 
ness  “psychasthenia.” 
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All  of  the  emotional  reactions  seen  in  each  of  the  psychoneu¬ 
roses,  and  which  in  them  appear  definitely  pathological,  might 
under  certain  conditions  be  perfectly  natural  and  normal.  They 
are  abnormal  only  when  so  uncalled  for,  so  out  of  proportion  to 
the  stimuli  which  arouse  them,  or  are  so  unnecessarily  frequent, 
since  habitual,  that  they  interfere  with  the  ordinary  activities  of 
normal  life  or  with  the  proper  functioning  of  the  patient’s  physical 
organs. 

A  few  illustrations  may  suffice.  It  to-day  is  “a  quite  natural 
and  normal  reaction”  that  a  man  previously  not  psychoneurotic 
should,  because  of  his  inadequate  knowledge  concerning  appendi¬ 
citis,  be  made  anxious  by  a  pain  in  the  region  of  his  appendix ;  but 
if  his  anxiety  continues  after  the  best  available  medical  authority 
has  assured  him  that  his  pain  does  not  mean  appendicitis,  and, 
especially,  if  his  anxiety  state  causes  visceral  dysfunctions  which 
continue  after  the  pain  has  ceased,  then  he  might  well  be  called  a 
“neurasthenic.”  It  is  a  quite  normal  reaction  that  a  man  suddenly 
and  for  the  first  time  confronted  by  a  dangerous  wild  animal 
should  be  “frozen  to  the  spot  by  terror” ;  but  if  a  similar  reaction 
develops  when  he  is  confronted  by  the  number  13,  or  by  the  neces¬ 
sity  of  crossing  an  open  square  which  other  men  at  that  time  are 
passing  over  without  concern,  he  would  be  called  a  “psychas¬ 
thenic.”  A  man  in  great  danger,  as  during  a  shipwreck,  might 
easily  become  so  “paralyzed  by  fear”  that  others  of  those  who 
share  his  danger  must  save  him;  but  if  he  used  this  same  device 
of  “paralysis”  to  escape  from  the  disagreeable  duties  of  daily  life, 
he  would  be  termed  “hysterical.” 

Since  exactly  the  same  reactions  may  enter  into  each  and  all  of 
the  psychoneuroses,  sharp  lines  between  them  theoretically  are  dif¬ 
ficult  and  some  think  always  unjustified.  Nevertheless,  each  pa¬ 
tient,  in  general,  behaves  “true  to  form”  in  all  of  his  major  reac¬ 
tions,  although  in  minor  ones  he  may  to-day  react  in  a  psychas¬ 
thenic  and  to-morrow  in  a  hysterical  manner.  Therefore,  for  the 
sake  of  brevity  we  may  be  justified  in  describing  him,  and  the 
states  which  result  from  his  customary  reactions,  by  the  same  word. 

We  imagine  that  one  reason  why  psychiatrists  object  to  any 
sharp  distinction  between  neurasthenia  and  psychasthenia  is  that 
they  see  but  very  few  of  those  patients  whom  internists  would  call 
“neurasthenics,”  and  a  great  many  definite  psychasthenics  who  are 
suffering,  but  only  in  part,  from  “neurasthenic”  (i.e.,  in  the  sense 
of  “exhaustion”)  reactions.  Also,  that  one  reason  why  both  in¬ 
ternist  and  psychiatrist  so  often  fail  to  recognize  hysteria  in  its 
commonest  form  is  that  under  that  term  both  include  those  patients 
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whose  startling  hysterical  reactions  are  evidences  of  marked  con¬ 
stitutional  inferiority,  and  consider  as  organic  those  hysterical 
manifestations  which  in  apparently  non-psychoneurotic  persons 
take  the  forms  of  physical  syndromes. 

This,  however,  is  not  a  textbook  on  psychiatry  but  one  on 
internal  medicine.  In  the  former  specialty  we  are  quite  untrained. 
Some  psychoneurotic  patients  may  from  the  first  belong  to  the 
psychiatrists;  others,  in  a  peculiar  way,  are  the  problem  of  the 
internist ;  in  many  other  cases  the  cooperation  of  both  is  desirable. 
The  part  which  the  internist  should  play  in  these  last  consulta¬ 
tions  is  too  often  belittled.  There  is  always  danger  that  beneath 
a  psychic  state  lies  a  latent  physical  disease  which  must  be  well 
treated  if  the  superimposed  psychoneurosis  or  psychosis  is  to  be 
relieved.  Although  the  psychiatrist  may  be  better  able  than  the 
internist  to  recognize  the  presence  of  psychoneurotic  reactions, 
that,  early  in  the  case,  is  for  many  patients  the  relatively  unim¬ 
portant  part  of  the  problem.  For  illustration,  a  slight  digestive 
disturbance  or  a  headache  may  arouse  such  intense  psychoneurotic 
reactions  that  the  patient  is  at  once  referred  to  a  psychiatrist.  But 
if  one  year  later  it  becomes  only  too  evident  that  the  indigestion 
was,  from  the  first,  due  to  a  small  cancer  of  the  stomach,  and  the 
headache,  to  a  brain  tumor,  and  both  now  inoperable,  the  impor¬ 
tance  of  the  early  services  of  an  internist  becomes  apparent.  To 
demonstrate  in  patients  who  are  intensely  psychoneurotic  the  pres¬ 
ence  of  latent  organic  diseases  which  have  as  yet  given  no  pathog¬ 
nomonic  physical  symptoms,  and  to  prove  that  severe  physical 
dysfunctions  which  suggest  serious  diseases  are  in  fact  emotionally 
produced,  are  the  most  difficult  problems  of  internal  medicine. 
Indeed,  it  is  the  psychoneurotic  patient  who  presents  to  the  in¬ 
ternist  his  hardest  as  well  as  inescapable  problems. 
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CHAPTER  XXIII 


NEURASTHENIA:  MANIFEST  ANXIETY 

Historical  Review. — Beard’s  definition  of  neurasthenia,  which 
now  we  know  to  be  far  too  comprehensive,  is  given  on  page  270. 
Janet,  to  separate  neurasthenia  from  psychasthenia,  which  he  first 
described  and  named,  defined  the  former  as  a  state  of  psychological 
depression ;  of  general  lowering  of  mental  tension.  Freud,  to  dis¬ 
tinguish  it  from  his  “anxiety  neurosis,”  interpreted  it  as  a  fatigue 
state,  associated  with  irritable  weakness,  due  to  masturbation  or  its 
equivalents.  Many  internists,  however,  continued  to  apply  this 
term  to  all  medical  conditions  without  demonstrable  organic  lesions 
adequate  to  explain  the  symptoms  present,  and  this,  a  generation 
ago,  meant  to  about  one-third  of  all  medical  cases.  Later,  how¬ 
ever,  because  improved  methods  made  better  diagnoses  possible, 
most  clinicians  abandoned  this  term ;  others  continued  to  use  it  in 
an  apologetic  manner. 

Various  Terms. — At  about  that  same  time  (twenty  years  ago) 
certain  psychiatrists  began  to  use  the  term  “neurasthenic,”  not  of 
a  clinical  syndrome,  but  of  certain  emotional  reactions,  traits,  or 
trends  which  patients  manifested  towards  physical  conditions 
which  they  either  had,  or  feared  that  they  had,  or  found  it  con¬ 
venient  to  believe  that  they  had.  Others  1  definitely  abandoned  it, 
grouping  the  cases  previously  designated  as  “neurasthenia”  with 
those  of  psychasthenia  as  defined  by  Janet.  Still  others,  however, 
avoided  both  terms  in  favor  of  the  more  comprehensive  titles, 
“functional  neuroses,”  “psychoneuroses,”  or  “minor  psychoses.” 
Most  writers,  during  the  past  twenty  years,  have  devoted  less  and 
less  space  to  neurasthenia,  some  even  referring  to  it  as  a  disease 
picture  which  has  “completely  disappeared  since  it  has  been  un¬ 
raveled  as  an  anxiety  paraphrenia”  (Stekel).  The  Journal  of  the 
American  Medical  Association  in  its  index  now  lists  all  papers  on 
neurasthenia  and  psychasthenia  under  the  one  title,  “psychoneu¬ 
roses,”  which  term,  as  we  shall  use  it,  includes  neurasthenia,  psy¬ 
chasthenia,  and  hysteria,  but  each  of  which  conditions  we  shall 
consider  separately. 

Recently,  the  appearance  of  several  excellent  papers  on  neu¬ 
rasthenia  is  evidence  of  an  aroused  interest  in  this  subject. 
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Orbison 2  gave  neurasthenia  the  following  objective  description.. 
He  considered  it  a  very  definite  physical  syndrome,  characterized 
by  rapid  fatigue  on  exertion,  constant  weariness  and  “irritable 
weakness,”  in  persons  whose  mental  attitude  is  one  of  introspec¬ 
tion,  and  whose  affective  states  are  hopelessness,  incapacity,  and 
mental  depression.  Among  the  evidence  of  “irritable  weakness,” 
he  mentions :  increased  sensitiveness  to  sensory  stimuli ;  “irritable 
heart,”  the  rate  of  which  increases  on  slight  exertion ;  paroxysmal 
tachycardia ;  pseudo-anginal  pectoris ;  arterial  hypertension ;  angio¬ 
neurotic  edema;  gastro-intestinal  disturbances,  including  irritable 
colon,  flatulence,  and  constipation;  respiratory  difficulties;  genital 
disturbances,  as  menstrual  difficulties  in  women  and  sexual  dis¬ 
orders  in  men.  Thus  defined,  however,  it  includes  neurocircula- 
tory  asthenia  and  many  mild  psychasthenic  states. 

Still  other  writers  treat  this  condition  more  philosophically. 
Jastrow  3  defined  it  as  a  trait  complex,  a  type  of  personality,  a 
“temperament,”  which  when  exaggerated  by  disease  “breaks  nor¬ 
mal  bounds”  and  “produces  the  clinical  syndrome  named  neuras¬ 
thenia”;  as  a  state  in  which  the  neurasthenic  temperament  com¬ 
pletely  dominates  the  clinical  picture  and  intensifies,  if  it  does 
not  actually  create,  the  physical  aches,  pains,  and  incapacities  of 
the  patient,  giving  rise  to  fatigue,  fear,  depression,  and  “the  loss 
of  the  joy  of  life.”  While  this  definition  emphasizes  the  impor¬ 
tance  in  this  psychoneurosis  of  a  preexisting  mental  pattern  and 
the  psychogenesis  of  its  physical  symptoms,  yet  it  certainly  would 
include  mild  primary  mental  depression,  which  we  cannot  consider 
to  be  related. 

Others  (as  Adolph  Meyer)  used  the  term  “neurasthenic  reac¬ 
tion-type,”  to  describe  the  way  the  patient  handles  his  anxiety  con¬ 
cerning  some  unwelcome  state,  physical  or  emotional,  to  which  he 
fails  to  adjust  himself ;  and  the  terms  “maladjustment,”  “trend,” 
“conflicts  between  the  ego  and  the  patient’s  own  badly  functioning 
body,”  as  expressions  which  carry  out  this  idea.  For  example :  a 
man  with  a  slight  organic  heart  lesion  might  develop  a  very  def¬ 
inite  neurasthenic  state  based  on  his  actual  cardiac  symptoms ;  an¬ 
other,  with  a  normal  heart,  might  develop  similar  cardiac  symp¬ 
toms  as  part  of  a  neurasthenic  state  induced  by  domestic  troubles, 
business  problems,  a  physical  injury,  or  a  defeated  aspiration. 

A  similar  interpretation  was  given  by  Sharpe  and  Visher,4  who 
described  neurasthenia  as  a  defense  mechanism  arising  in  response 
to  an  unpleasant  situation,  social  or  physical,  which  usually  in¬ 
volves  the  choice  of  some  one  physical  organ  which  thereafter 
becomes  the  focus  of  the  patient’s  emotional  interest.  Which 
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organ  is  thus  singled  out,  may  be  determined  by  a  slight  organic 
lesion,  by  fear,  or  by  suggestion. 

Darmstadter,5  evidently  basing  his  opinion  on  the  work  of  Can¬ 
non,  explains  the  syndrome  “neurasthenia”  as  an  expression  of 
anxiety,  produced  through  the  agency  of  relatively  simple  mental 
mechanisms,  the  physical  symptoms  of  which  are  results  of  nor¬ 
mal  physiological  processes.  To  him,  anxiety  involves  fear  plus 
an  element  of  uncertainty.  Its  symptoms,  he  says,  are  referable 
to  functional  visceral  disturbances  similar  to  the  normal  biologic 
responses  aroused  in  fear  states.  In  animals,  these  visceral  re¬ 
sponses  are  easily  understandable,  since  utilitarian;  for  in  the 
presence  of  immediate  physical  danger  they  serve  to  accelerate  and 
intensify  motor  activity;  but  for  man  they  are  worthless,  since  the 
struggles  of  his  life  are  against,  not  the  hazards  of  physical,  but 
of  social,  life:  poverty,  disgrace,  etc.  Since  to  man  the  visceral 
sensations  which  these  fear  reflexes  produce  are  unintelligible, 
they  are  interpreted  as  symptoms  of  disease,  and  so  give  rise  to 
anxiety  states,  which,  since  indefinite,  cannot  be  disposed  of  by 
rational  handling.  The  resulting  ceaseless  mental  struggle  to  ex¬ 
plain  these  symptoms  preempts  the  field  of  attention  and  renders 
the  ordinary  activities  of  normal  life  unimportant,  uninteresting, 
and  boring.  Such  disinterest,  says  Darmstadter,  leads  to  failure 
of  concentration  and  hence  of  memory;  such  uncertainty  of  pur¬ 
pose  and  lack  of  mental  repose,  to  tremor  and  physical  restlessness. 
Similar  disturbances,  normal  persons  may  feel  for  brief  periods 
when  consciously  facing  a  clearly  recognized,  complicated  or  baf¬ 
fling  problem;  but  when  their  cause  is  unknown  the  condition  is 
interpreted  as  abnormal,  and  a  vicious  circle  is  set  up  which  be¬ 
comes  perpetual.  Darmstadter’s  description  of  these  psycho¬ 
physical  mechanisms  is  most  satisfactory,  yet  they  explain  not  only 
neurasthenia,  but,  more  or  less,  all  psychoneurotic  states. 

Reichardt’s  6  description  of  neurasthenia  deserves  our  careful 
attention,  although  he  belongs  to  a  school  very  different  from  our 
own.  His  classification  of  the  types  of  this  condition,  somewhat 
simplified,  is  as  follows.  He  recognizes,  first,  a  form  of  neuras¬ 
thenia  in  patients  who  previously  had  shown  no  neurasthenic 
trends,  which  results  from  the  direct  injury  of  the  nerve  cells  by 
exogenous  poisons,  as  the  toxins  of  typhoid  fever,  influenza,  etc., 
and  alcohol  habitually  used.  The  injury  thus  inflicted  must  be  of 
a  grade  sufficient  to  cause  exhaustion  in  a  healthy  brain  with 
average  resistance.  The  immediate  basis  for  the  patients'  symp¬ 
toms  is  retarded  cell  metabolism.  In  these  cases,  not  numerous, 
the  onset  of  the  neurasthenia  is  gradual;  the  mind  works  slug- 
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gishly;  psychically,  there  is  a  tendency  to  indecision  and  worry; 
physically,  there  is  muscular  hypotonicity  and  circulatory  and  di¬ 
gestive  disturbances.  These  patients  recover  permanently  under 
physical  therapy  followed  by  psychotherapy. 

Such  “neurasthenia,”  we  have  considered  under  the  title  “specific 
organic  reaction-types”  (page  187).  It  is  “neurasthenia,”  if  this 
word  be  translated  literally,  but  that  is  not  the  sense  in  which  this 
term  is  generally  used  in  America.  To  us,  the  neurasthenia  fol¬ 
lowing  typhoid  fever,  for  example,  is  not  the  exhaustion  itself, 
but  the  result  of  ideas  as  to  the  possible  effects  of  the  patient’s 
temporarily  reduced  cortical  efficiency  on  his  life,  success,  etc. 
To  name  the  immediate  results  of  cortical  intoxication  “neuras¬ 
thenia,”  is  to  exclude  the  possibility  of  any  possible  classification, 
since  such  “exhaustion”  in  its  severer  grades  often  results  in  a 
major  psychosis  with,  in  fifty  percent  of  the  typhoid  cases,  a  hope¬ 
less  prognosis.  Nevertheless,  the  part  which  toxins  may  play  in 
the  development  of  all  psychoneurotic  states  has  long  been  a  moot 
point.  For  decades,  many  writers,7  since  unable  to  demonstrate 
their  presence,  have  felt  free  to  assume  hypothetical  ones,  some 
of  which,  they  think,  arise  in  the  digestive  tract. 

The  second  form  of  neurasthenia,  says  Reichardt,  depends 
on  both  exogenous  and  constitutional  conditions.  Patients  with 
this  form  are,  he  says,  so  predisposed  by  their  constitutional  pe¬ 
culiarities  that  their  cortex  is  more  vulnerable  to  injury  than  is 
that  of  normal  persons.  Among  the  factors  which  he  cites  as  im¬ 
mediately  operative  in  the  etiology  of  these  cases  are :  excessive 
mental  exertion  too  long  continued,  combined  with  emotional 
stress;  inappropriate  mental  work;  unhygienic  modes  of  living; 
cerebral  poisoning ;  and  any  exhausting  diseases,  as  typhoid  fever, 
influenza,  and  chronic  alcoholism,  but  in  grades  less  severe  than 
were  necessary  to  produce  cases  of  the  type  mentioned  above.  To 
this  group,  he  says,  belong  the  majority  of  the  cases  of  neuras¬ 
thenia  mentioned  in  textbooks.  In  his  description  of  this  second 
form,  Reichardt  emphasizes  the  difference  between  exogenous  and 
endogenous  factors,  and,  among  the  latter,  the  presence  of  some 
innate  constitutional  element. 

Reichardt’s  third  form  of  neurasthenia  is  “endogenous”; 
that  is,  results  from  internal  and  not  recognizable  causes.  It  may 
appear  suddenly  in  persons  in  good  health,  and  it  may  continue  for 
years.  One  gets  the  idea  from  this  paper  that  this  third  group 
must  be  very  heterogeneous  and  possibly  includes  mild  cases  of 
the  manic-depressive  psychosis. 

Several  recent  writers  also  seem  not  to  distinguish  between  or- 
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ganic  and  neurasthenic  reaction-types.  Brokes,8  for  illustration, 
describes  an  anteriosclerotic  form  of  neurasthenia  seen  in  men 
between  fifty  and  fifty-five  years  of  age,  which  gradually  “leads 
to  dementia” !  Yashkin  9  describes  neurasthenic  states  which  de¬ 
velop  in  cases  of  carcinoma  of  the  pancreas.  Haverock  10  explains 
a  form  of  neurasthenia  characterized  by  anxiety,  a  sensation  of 
flushing  of  the  head,  headaches,  paresthesias  and  sex  deficiency, 
due,  in  his  opinion,  to  a  disturbance  of  the  circulation  of  the  basal 
ganglia  around  the  third  ventricle.  And,  finally,  DeFleury  11  con¬ 
siders  neurasthenia  as  a  rare  condition  due  to  toxic  infectious  dis¬ 
eases,  which  in  its  origin  is  primarily  somatic  and  only  secondarily 
psychic.  He  believes  that  the  most  of  the  cases  diagnosed  as 
neurasthenia  are  mild  depression  psychoses.  To  this  last  state¬ 
ment,  at  least,  many  will  agree. 

Our  plea  for  the  recognition  of  “neurasthenia”  as  a  clinical 
entity,  as  must  be  evident  from  our  introductory  pages  and  his¬ 
torical  review  of  this  subject  (page  270),  is  likely  to  fall  on  many 
deaf  ears.  True,  the  condition  we  are  to  describe  may  be  merely 
“an  anxiety  paraphrenia”  (Stekel)  without  a  single  feature  which 
is  not  displayed,  and  in  much  more  spectacular  manner,  by  psychas¬ 
thenic  and  some  psychotic  patients.  It  may  be  merely  a  condition 
of  mental  and  physical  exhaustion  and  irritable  weakness,  the  symp¬ 
toms  of  which  suggest  the  presence  of  an  organic  disease  which 
can  either  be  excluded,  or,  if  present,  is  quite  inadequate  alone  to 
explain  the  patient's  condition.  But  the  above  statements  give  in¬ 
adequate  grounds  for  a  differential  diagnosis  between  the  various 
psychoneuroses  and  for  the  special  treatment  which  neurasthenic 
patients  should  receive. 

Definition. — Neurasthenia,  we  would  define  as  a  well-unified 
anxiety  condition,  developing  as  an  incident  in  the  previously  effi¬ 
cient  life  of  a  person  otherwise  not  psychoneurotic,  based  on  some 
clearly  recognized  unwelcomed  state,  physical,  social,  economic,  etc., 
all  the  psychic  elements  of  which  either  are  clearly  in  conscious¬ 
ness  or  easily  can  be  brought  there,  and  which,  once  relieved,  shows 
no  tendency  to  recur.  The  immediate  grounds  for  the  patient's 
anxiety  often  are  the  evidences  in  consciousness  of  somatic  or 
visceral  dysfunctions  which  suggest  a  disease  to  the  presence  of 
which  the  patient  cannot  adjust  himself.  He,  therefore,  proceeds 
to  focus  his  attention  on  the  organ  apparently  responsible  for  his 
symptoms.  The  dysfunction  causing  these  symptoms  may  be  due 
to  a  lesion  in  the  organ  in  question,  or  may  be  due  to  reflexes  from 
a  related  diseased  organ,  or  may  be  cortically  stimulated  as  the 
result  of  fears  without  foundation.  Or  the  organ  in  question  may 
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have  become  a  focus  for  the  emotional  interest  of  a  person  who 
substitutes  this  physical  problem  for  another,  social  or  economic  in 
nature,  of  which  he  is  not  proud.  The  individuals  who  easily  be¬ 
come  neurasthenic  are  those  of  slightly  introvert  type ;  that  is,  who 
are  introspective  and  so  study  each  of  their  symptoms  carefully. 

The  physical  symptoms  which  enter  into  all  neurasthenic  syn¬ 
dromes  are  provided  by  true  organ  dysfunctions,  produced  by  the 
same  autonomic  and  endocrine  mechanisms  operative  in  organic 
diseases,  whether  these  dysfunctions  originally  were  purely  psycho¬ 
genic  or  are  due  to  slight  lesions  the  ability  of  which  to  produce 
symptoms  has  become  greatly  increased.  The  severity  of  the  dys¬ 
functions  which  provide  these  physical  symptoms,  and  the  ability 
of  the  afferent  impulses  which  they  arouse  to  be  painfully  perceived, 
are  results  of  conditions  of  hyperirritability  of  the  nerve  centers 
involved  and  of  the  lowering  of  their  threshold  in  consciousness, 
both  emotionally  determined.  To  this  syndrome  the  biological 
visceral  reactions  of  the  fear  states  thus  aroused  not  only  add  their 
quota,  but  also  serve  as  ground  for  the  further  development  of 
anxiety. 

Criteria  for  Study. — Since  the  recognition  of  neurasthenia  as 
a  clinical  entity  separate  from  psychasthenia  has  been  challenged 
so  vigorously,  we  early  formulated  for  ourself  the  following  cri¬ 
teria  to  be  applied  to  the  study  of  all  individual  cases  under  con¬ 
sideration,  which,  if  complied  with,  would,  we  felt,  justify  the  use 
of  that  term. 

First,  there  should  be  no  evidence  in  the  patient’s  family  or  past 
personal  history  which  suggests  either  the  inheritance  of,  or  the 
existence  prior  to  the  present  illness  of,  any  evident  psychoneurotic 
or  psychotic  trait  or  trend.  In  other  words,  neurasthenic  states  are 
incidents  in  lives  of  otherwise  healthy  persons  and  not  mere  exacer¬ 
bations  of  trends  present  from  childhood  and  continuing  through¬ 
out  life.  What  is  more,  the  patient,  before  the  development  of  the 
psychoneurotic  state  in  question,  must  have  proven  himself  socially 
adequate  (e.g.,  successful  in  business).  Second,  while  the  syn¬ 
drome  in  question,  in  addition  to  its  physical  manifestations,  may 
include  also  phobias,  obsessions,  compulsions,  imperative  ideas  and 
conversion  phenomena,  yet  these  in  their  psychic  content  and  in¬ 
tensity  all  should  seem  quite  consistent  with  the  present  clinical 
picture  as  a  whole.  That  is,  the  syndrome  should  be  well  unified, 
free  from  features  unrelated  to  the  present  state.  Third,  all  of  the 
psychic  elements  of  the  present  illness,  e.g.,  the  cause  of  the  anx¬ 
iety,  must  lie  on  the  conscious  level,  or  at  least  so  near  to  it  that 
they  can  easily  be  revealed  without  resort  to  any  elaborate  tech- 
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nique  of  psychoanalysis.  And,  fourth,  the  prognosis  should  be 
good ;  that  is,  the  present  state  should  show  no  tendency  to  develop 
further  into  a  different  or  more  serious  mental  condition,  and,  if 
relieved,  should  not  recur.  By  these  specifications  one  eliminates 
hysteria,  psychasthenia  (page  315)  and  the  major  psychoses,  and 
finds,  for  his  consideration,  a  fairly  well-unified  group  of  cases. 

Our  opinion  that  neurasthenia  is  a  definite  clinical  entity  was  greatly 
strengthened  by  a  recent  trip  to  the  Orient,  on  a  Commission  which  required 
the  study  of  medical  institutions,  and  therefore  of  the  patients  under  treat¬ 
ment,  of  Burma,  China,  India,  and  Japan.  This  survey  brought  us  into  close 
contact  with  many  well-trained  physicians,  both  Easterners  and  Westerners, 
in  charge  of  these  institutions  as  well  as  in  private  practice. 

Among  the  “laboratory  medical  demonstrations”  which  the  Orient  presents 
(page  36),  is  the  influence  of  certain  sex  customs  followed  by  the  Hindus, 
a  race  which  numbers  over  one  hundred  and  forty  millions,  many  of  the  men 
of  which  (possibly  those  especially  of  introvert  mental  pattern,  yet  all  In¬ 
dians  are  markedly  introspective)  are  so  psychoneurotic  that  in  the  past  this 
has  been  considered  as  almost  a  national  trait.  Of  course  no  sweeping  gen¬ 
eralizations  are  justified.  The  Hindu  race,  of  Aryan  stock,  enjoys  the  well- 
deserved  reputation  of  being  intellectually  perhaps  the  most  brilliant  in  the 
world.  For  this  people  we  have  great  admiration.  Also,  in  the  production 
of  the  psychoneurotic  reactions  presented  by  many  individuals  of  this  race, 
other  factors  also  than  those  we  shall  name  may  be  operative. 

The  tendency  to  psychoneurotic  trends  so  evident  among  Hindu  men  some 
believe  is  evidence  of  some  racial  predisposition.  This  Qpinion  seems  to  us 
to  be  incorrect,  first,  because  these  reactions  are  relatively  infrequent  among 
Hindu  women.  In  the  West  the  reverse  is  true.  One  reason  for  this  differ¬ 
ence  between  the  sexes  is  clear,  since  Hindu  boys  from  extreme  youth,  since 
religiously  the  most  important  members  of  the  family,  are  thoroughly 
“spoiled” ;  while  their  sisters,  who  occupy  a  very  undesirable  status  in  the 
family,  are  unconsciously  trained  to  better  self-control.  Among  these  girls, 
however,  protective  hysterical  reactions  are  common,  as  might  be  expected 
from  the  traumatizing  emotional  experiences,  resulting  from  the  very  struc¬ 
ture  of  the  Hindu  family,  which  they  endure  when  married.  The  above  is 
in  general  true  of  the  Hindus  of  the  rural  districts,  but  is  little  so  of  those 
families  which  for  more  than  one  generation  have  been  in  contact  with 
Western  peoples.  Another  argument  against  the  racial  origin  of  these  psy¬ 
choneurotic  trends  is  their  general  absence  among  the  second  generation 
Christian  Indian  men  with  Hindu  ancestry  and  among  the  two  million  In¬ 
dian  “Syrian  Christians,”  practically  all  of  them  descendants  of  Hindus.  It 
cannot  be  due  to  the  climate  of  India,  since  the  above-mentioned  Christians, 
the  Parsees,  and  the  sixty  million  of  the  depressed  classes  (descendants  of 
the  aboriginal  tribes  of  India  and  with  very  different  family  customs)  all 
live  side  by  side  with  Hindus,  and  yet,  in  general,  are  free  from  these  trends. 

While  a  great  many  Hindu  men,  especially  those  of  families  long  in  con¬ 
tact  with  Westerners,  may  not  be  psychoneurotic,  and  while  doubtless  many 
individuals  belonging  to  the  other  groups  mentioned  above  are  exceedingly 
so,  yet  that  Hindu  men  in  general  suffer  greatly  from  anxiety  states  is  an 
opinion  we  found  almost  unanimously  confirmed  by  Western  doctors  and 
educators  who  have  spent  their  lives  in  India.  The  explanation  they  give 
for  these  trends  is  that  they  are  the  result  of  certain  Hindu  family  and  per¬ 
sonal  customs.  Because  their  religion  in  its  present  form  presents  for  wor¬ 
ship  the  function  of  reproduction,  certain  family  sex  customs  enter  into  the 
training  of  the  boys,  but  not  of  the  girls,  which,  since  they  receive  the  sanc¬ 
tion  of  religion  and  therefore  are  approved,  even  praised,  by  priests,  parents 
and  Hindu  society  in  general,  encourage  the  boys  in  individual  sex  practices 
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which  they  follow  without  any  feelings  of  guilt.  The  logical  result  of  such 
practices  is  too  frequently  repeated  sexual  overstimulation,  with  the  develop¬ 
ment  of  hyperirritability  of  the  nerve  centers  which  control  this  function, 
and,  therefore,  early  relative  sexual  impotence.  Such,  in  any  man,  would  be 
an  ideal  basis  for  the  development  of  psychoneurotic  states. 

In  addition  to  the  above-mentioned  injury  to  this  one  function,  the  develop¬ 
ment  of  psychoneurotic  trends  in  Hindu  boys  is  favored  also  by  certain 
other  factors  which  interfere  more  or  less  with  their  personality  develop¬ 
ment.  The  Hindus  during  boyhood  seldom  learn  self-control  in  any  form. 
Because  of  their  importance  in  the  family,  they  are  “spoiled”  children. 
What  is  more,  the  Hindu  custom  is  to  marry  the  boys  and  put  them  at  work 
at  or  before  sixteen  years  of  age,  therefore  depriving  them  of  the  less  seri¬ 
ous  interests  and  sports  of  youth.  Also,  the  sharp  separation  of  the  sexes 
of  the  same  social  groups  denies  to  the  boys  that  training  of  chivalry  so 
valued  in  the  West.  And  finally  the  subordination  of  young  married  men 
to  their  parents  until  the  death  of  the  latter  deprives  them  often  until  middle 
life  of  that  training  which  a  responsible  position  in  the  family  affords.  All 
of  the  above  customs  conspire  to  disturb  the  personality  development  *  of 
Hindu  boys. 

The  combination  of  the  above  factors  (and  doubtless  of  others  also)  re¬ 
sults  in  the  association  of  an  unusually  fine,  brilliant  intellect  with  the  per¬ 
sistence  of  a  juvenile  emotional  pattern.  Among  the  evidences  of  this  latter 
is  a  juvenile  sense  of  humor.  College  students,  like  young  boys,  so  the  pro¬ 
fessors  say,  will  roar  at  the  physical  defects  of,  or  a  humiliating  mistake 
made  by,  others ;  yet  they  fail  to  catch  a  subtle  pleasantry.  They  are  very 
sensitive,  hence  are  terribly  offended  by  unintentional  or  imagined  slights  or 
lack  of  deference.  They  are  proud,  boastful,  and  egotistical,  and  yet  accom¬ 
plish  little  when  put  to  the  test  of  patient  endurance.  They  have  little  in¬ 
dividual  courage.  Unlike  the  Burmans,  they  will  not  stand  up  man  to  man 
in  a  fight,  each  ready  to  “take  the  consequences  of  battle,”  but  “go  in  crowds” 
to  attack  a  single  individual  and  scatter  when  one  police  officer  makes  his 
appearance.  As  a  matter  of  history,  Hindu  men  have  never  succeeded  in 
organizing  themselves  for  long-continued  concerted  action.  A  group  of  edu¬ 
cated  men,  presumably  like-minded,  seldom  can  agree  on  any  one  common 
plan,  for  each  insists  that  the  details  of  his  own  ideas  should  prevail.  The 
national,  political,  and  military  histories  of  the  Hindus  all  confirm  the  truth 
of  the  above  statements.  The  Hindu  women,  on  the  other  hand,  emotionally 
are  stable.  They  work  in  close  cooperation  with  women  of  other  faiths 
much  better  than  do  their  husbands.  The  future  of  India  at  present  would 
seem  to  rest  with  them. 

However  we  may  explain  it,  young  Hindu  men  at  puberty  are,  in  general, 
healthy,  but  at  about  the  age  of  twenty-five  many  of  them  begin  to  display 
psychoneurotic  trends  based  on  anxiety  which  result  in  the  dysfunction  of 
various  systems  of  the  body,  the  sexual  and  gastro-intestinal  in  particular. 
Nevertheless,  the  states  which  they  manifest  would  seem  to  be  unified,  and 
all  the  mental  and  emotional  elements  involved  lie  on  or  near  the  conscious 
level.  In  all  respects,  therefore,  their  psychoneurotic  states  conform  to  the 
specification  set  out  on  page  285  as  defining  a  condition  different  from  the 
psychasthenia  of  Janet. 

A  very  superficial  study  of  the  Indian  Mohammedans  seemed  to  point  to 
the  same  conclusions.  In  this  group  we  do  not  include  the  Parthians  of  the 
Northwest  Territory  and  Upper  Punjab — a  very  sturdy,  brave,  self-controlled 
people.  Elsewhere  in  India,  eighty-five  percent  of  the  Mohammedans  are 
said  to  be  descendants  of  Hindus  “converted  under  the  sword,”  and  who, 
therefore,  would  share  with  the  Hindus  the  same  psychoneurotic  trends  were 

*  Some  educators  with  whom  we  talked  objected  to  our  term  “defective 
personality  development,”  and  suggested  instead,  “defective  character  forma¬ 
tion;”  but  we  believe  the  former  to  be  more  accurate. 
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these  hereditary.  As  it  is,  the  majority  of  Mohammedan  boys,  while  very 
parasexual,  have  escaped  some  of  the  injuries  which  certain  Hindu  customs, 
forbidden  by  the  Koran,  favor.  This  fact  in  part  explains,  we  feel,  the  strik¬ 
ing  difference  in  the  personality  traits  of  the  followers  of  these  two  reli¬ 
gions  in  India.  The  Indian  Mohammedans  are  in  general  much  more  aggres¬ 
sive,  more  virile,  more  dependable — in  other  words,  more  mature-minded, 
than  the  Hindus,  and  the  chief  reason  for  this  is,  we  believe,  purely  physi¬ 
ological.  So  far  as  environmental  factors,  economic  conditions,  focal  infec¬ 
tions,  and  diseases  are  concerned,  these  two  groups  are  practically  alike. 

It  was  of  great  interest  to  us,  also,  that  patients  with  marked  obsessions 
and  paralyzing  phobias  were  seldom  seen  in  the  Indian  clinics,  and  that  sur¬ 
veys  made  have  shown  that  in  India  patients  with  the  major  psychosis  are 
surprisingly  few.  Again,  allergic  reactions  evidently  are  not  common  there, 
and  we  heard  little  of  those  other  reactions,  primarily  functional,  which  in¬ 
volve  serious  visceral  dysfunctions  so  common  among  us  (page  38). 

There  is,  as  mentioned  above,  no  symptoms  present  in  neuras¬ 
thenia  which  is  not  seen  in  much  more  spectacular  form  in  the 
other  psychoneuroses.  Also,  one  meets  with  typical  neurasthenic 
states  in  mild  psychasthenic  conditions ;  early,  in  hysterical  states ; 
frequently,  in  mild  cases  of  the  manic-depressive  psychosis ;  often, 
in  early  general  paresis ;  sometimes,  in  the  early  stages  of  dementia 
praecox;  and  often,  early,  in  the  development  of  various  organic 
reaction  types.  In  all  the  above  conditions,  however,  the  physical 
dysfunctions  which  give  rise  to  these  symptoms  are  parts  of  larger 
syndromes,  and  sooner  or  later  disappear  to  give  place  to  the  char¬ 
acteristic  features  of  the  underlying  conditions. 

The  Mechanisms  Operative  in  Neurasthenia. — Neurasthenia 
is  a  state  which  begins  in  the  intellectual  sphere.  The  patient  must 
have  some  idea,  true  or  false,  concerning  the  disease  which  he 
fears  he  has.  He,  therefore,  begins  to  focus  his  emotional  interests 
on  that  organ  or  function,  indicated  by  actual  symptoms  or  sug¬ 
gested  by  something  which  he  has  seen,  read,  or  heard.  Often  in 
cases  based  on  actual  disease,  the  focus  of  interest  will  be  not  the 
diseased  organ,  but  another  and  normal  one  reflexly  disturbed,  the 
symptoms  of  whose  dysfunctions  are  either  more  definite  or  more 
fear-inspiring  than  those  of  the  organ  primarily  diseased.  Ex¬ 
amples  of  both  of  these  possibilities  are  seen  in  gall  bladder  cases 
without  conspicuous  local  symptoms,  but  causing,  reflexly,  definite 
dysfunctions  of  the  stomach  or  fear-inspiring  ones  of  the  heart. 

In  other  cases  the  reason  why  a  slightly  diseased  or  an  emo¬ 
tionally  disturbed  normal  organ  furnishes  the  neurasthenic  patient 
with  his  symptoms  is  that  it  has  become  a  substituted  focus  of  his 
interest,  he  using  these  symptoms  as  an  avenue  of  escape  from 
some  unpleasant  social  situation.  In  this  way  an  ‘‘ocular  neurosis,, 
(with  intense  pain  in  the  eyes,  photophobia,  muscae,  and  severe 
general  headache)  has  saved  many  a  college  student  from  written 
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examinations ;  and  many  a  person  distressed  over  some  unfortunate 
social,  financial,  or  family  problem,  and  especially  if  it  is  one 
which  might  direct  censure  against  himself,  has,  in  his  efforts  at 
self-justification,  developed  through  this  mechanism  severe  gastric 
dysfunctions.  In  neurasthenia,  however,  such  substitution  seldom 
is  as  complete  as  it  is  in  the  other  psychoneuroses.  The  man  with 
a  normal  heart  and  a  bad  social  adjustment  who  has  focused  all 
of  his  emotional  interest  on  the  former,  is  not  nearly  so  certain  as 
he  would  like  to  be  that  his  heart  actually  does  explain  his  trouble. 
He,  therefore,  dissatisfied  with  his  own  efforts  thus  to  reassure 
himself,  will  be  dissatisfied  with  those  of  his  doctors  also,  whether 
they  decide  that  he  does,  or  does  not,  have  cardiac  disease ;  and  he 
will,  if  he  can  afford  it,  travel  from  one  consultant  to  another, 
trusting  none  of  them,  and  construing  their  use  of  different,  yet 
synonymous,  terms  as  indicating  radical  differences  of  opinion. 

In  all  of  the  above  cases  there  will  be  a  lowering  of  the  thresh¬ 
olds  in  consciousness  to  all  sensations,  however  aroused,  which 
suggest  the  organ  or  function  which  holds  his  attention.  Conse¬ 
quently,  some  of  those  stimuli  normally  not  perceived  are  felt; 
some  of  those  normally  just  perceived,  and  often  pleasantly,  are 
painful.  His  emotional  interest,  however,  does  much  more  than 
this :  it  also  raises  the  thresholds  of  many  other  visceral  and  of 
many  exogenous  stimuli,  however  important  to  the  patient  they 
may  be,  excluding  them  more  or  less  from  consciousness.  Such 
abnormal  limitation  of  the  mental  horizon,  and  such  intensification 
of  those  sensations  which  enter  into  the  neurasthenic  picture,  pro¬ 
duce,  in  time,  simple,  well-unified  syndromes. 

In  direct  proportion  as  the  evidences  in  consciousness  of  any 
abnormal  physical  condition  are  mild  and  not  understood  is  the 
likelihood  of  that  condition  to  contribute  to  the  origin  of  neuras¬ 
thenic  states  increased.  For  example,  the  severe  pains  caused  by 
a  broken  bone  are  not  likely  to  arouse  psychoneurotic  reactions ; 
but  a  bruised  spine,  the  result  of  a  forgotten  accident,  which  causes 
indefinite,  slight,  nagging  pains  in  the  back,  might  do  so;  frontal 
sinusitis  with  its  local  headache  almost  never  enters  into  the  neuras¬ 
thenic  picture,  but  a  slight  neuritis  of  the  sphenopalatine  ganglion 
frequently  does.  If,  however,  the  fractured  limb  threatens  seri¬ 
ously  to  disturb  the  patient’s  occupation  which  he  values,  or,  on 
the  other  hand,  if  it  promises  to  relieve  him  from  an  occupation 
which  is  distasteful  to  him,  or  if  problems  concerning  pensions, 
industrial  compensation,  etc.,  are  at  stake,  neurasthenic  reactions 
easily  arise. 
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Organs  Most  Often  Involved. — While  any  organ  of  the  body 
may  become  the  focus  of  emotional  interest  of  an  introspective 
person,  yet  those  endowed  with  rich  autonomic  nerve  supply  enter 
most  often  into  neurasthenic  syndromes,  and  especially  if  also  pop¬ 
ular  knowledge  makes  these  organs  of  considerable  interest. 
Therefore,  the  majority  of  our  nervous  patients  belong  either  to 
the  cardiac  (page  108),  the  gastro-intestinal  (page  145)  or  the 
sexual  (page  231)  groups.  The  posttraumatic  group  we  shall  de¬ 
scribe  later.  Certain  psychic  phenomena,  also,  if  they  suggest  to 
the  patient  some  mental  disease  which  he  fears,  can  in  the  same 
manner  serve  as  the  basis  of  neurasthenic  reactions. 

Up  to  this  point  we  have  described  certain  processes  which  lead 
to  the  development  of,  as  well  as  continue  in,  the  neurasthenic 
state.  But  that  is  a  small  part  of  the  problem.  Since  all  neuras¬ 
thenic  states  are  based  on  anxiety,  which  arouses  its  own  visceral 
dysfunctions,  the  sensations  set  up  by  the  latter  also  soon  enter 
into  the  picture.  The  patient’s  continuous  struggle  to  understand 
both  those  sensations  which  arouse  his  anxiety  and  those  contrib¬ 
uted  by  his  anxiety  itself  will  monopolize  his  attention.  The  for¬ 
mer  becomes  more  and  more  intensified ;  the  latter,  since  meaning¬ 
less,  produce  a  state  of  dread.  He,  therefore,  suffers  a  continued, 
unavailing  struggle  between  the  poles  of  hope  and  discourage¬ 
ment,  a  struggle  which  both  involves  a  tremendous  expenditure  of 
mental  effort  resulting  in  great  exhaustion,  and  inflicts  a  succession 
of  emotional  traumata,  the  summation  of  which  can  lead  even  to 
the  development  of  organic  lesions. 

But  reason,  or  rationalization,  also  is  at  work.  The  above 
sensations  serve  as  the  raw  materials  out  of  which  our  patients, 
because  of  their  anxiety  and  their  dangerously  little  knowledge,  by 
a  veritable  “milling”  process  of  rationalization,  build  up  psychic 
superstructures,  the  syndromes  of  disease,  and  these  latter,  in  turn, 
also  may  be  productive  of  further  neurasthenic  states. 

And,  finally,  dysfunction  long  enough  continued  can  lead  to 
demonstrable  organic  changes.  The  most  striking  illustration  of 
this  are  the  hypertrophies  of  the  thyroid  gland,  the  results  of  its 
continued  hyper  function  during  long  periods  of  emotional  stress 
(page  19),  and  the  changes  in  the  endocrine  system  which  make 
permanent  a  glycosuria  originally  functional.  The  anatomical 
structure  of  many  other  organs  also,  even  of  the  joints  (page  180), 
may  similarly  be  altered.  It  may  not.  be  too  extreme  to  suggest 
that  fairly  identical  processes  (perhaps  operative  during  several 
generations)  explain,  in  part  at  least,  certain  of  the  so-called 
allergic  states;  arterial  lesions  which  lead  to  cerebral  accidents 
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(page  65)  ;  migraine  headaches ;  and  even  to  fatal  angina  pectoris. 

The  above  processes  develop  most  easily  in  the  so-called  “sen¬ 
sitive”  person,  by  which  we  mean  those  who  are  not  only  intro¬ 
spective  but  also  highly  educated  and  emotional.  All  of  such  per¬ 
sons  are  potentially  neurasthenic,  but  do  not  become  so  unless,  for 
some  good  reason,  often  the  careless  suggestion  from  a  medical 
man,  they  develop  hypersensitiveness.12 

SPECIAL  FEATURES  OF  THE  NEURASTHENIC  STATE 

Anxious  introspection  is  a  perfectly  normal  emotional  re¬ 
action.  In  view  of  the  widely  disseminate  information  concerning 
appendicitis,  it  is  quite  normal  that  a  person  should  be  more  in¬ 
capacitated  by  a  pain  in  the  lower  right  abdomen  than  by  one  on 
the  left  side.  The  woman  who  has  listened  to  some  of  the  mod¬ 
ern  popular  lectures  on  “cancer,”  might  well  become  “neuras¬ 
thenic”  should  she  discover  a  lump  in  her  breast.  Such  emotional 
reactions  should  not  be  considered  as  abnormal,  however,  unless 
they  persist  in  spite  of  the  assurance  of  a  physician  who,  following 
careful  examinations,  is  able  to  declare  that  the  condition  is  not 
appendicitis  or  cancer ;  or,  should  it  be  either  of  these,  unless  the 
patient  proves  unable  to  adjust  himself  to  his  condition. 

In  addition  to  that  autonomic  hyperirritability  which  results  from 
the  emotional  overstimulation  of  organ  functions,  the  neurasthenic 
patient  also  becomes  emotionally  hyperirritable  because  of  the 
endless  insistent  conflicts,  mentioned  above,  which  “tease”  him. 
This  emotional  hyperirritability,  a  direct  result  of  his  anxiety,  is 
greatly  intensified  by  the  malnutrition  which  results  from  his 
anorexia,  vomiting  and  other  gastric  disturbances,  also  insomnia, 
all  so  common  in  neurasthenic  states.  Persons  not  at  all  psycho¬ 
neurotic  become  emotionally  hyperirritable  because  of  insomnia  and 
malnutrition  based  on  well- justified  grounds.  Just  as  a  hungry 
dog  is  restless,  sleepless  and  of  uncertain  temper,  so  the  mal¬ 
nourished  man  is  irritable,  emotionally  unstable,  and  undependable. 
Shakespeare  called  attention  to  this  in  Caesar’s  comment  which 
associated  Cassius’  “lean  and  hungry  look”  with  untrustworthiness. 
A  certain  government  is  said  to  avoid  appointing  thin  men  to  its 
secret  service  for  fear  that  their  thinness  may  be  the  result  of 
malnutrition ;  for,  if  it  were,  they  might  prove  undependable  when 
on  nerve-testing  missions  which  continue  over  long  periods  of  time. 
It  is  no  accident  that  so  many  of  the  fanatical  reformers  of  history 
have  had  emaciated  bodies. 

Another  result  of  the  neurasthenic’s  ceaseless  mental  struggle  to 
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explain  symptoms  which  for  him  have  no  rational  interpretation  is 
that  they  preempt  his  attention  and  render  uninteresting  the 
normal  activities  of  his  daily  life.  He  seems  to  have  lost  his 
memory ;  but  the  explanation  of  this  is,  that,  because  of  his  exag¬ 
gerated  introspection,  even  the  important  details  of  his  daily  life 
receive  too  scant  consideration  to  be  remembered.  Also,  his  tem¬ 
per  becomes  irascible,  since  he  resents  any  interruption  of  that 
emotional  seesaw  which  has  become  his  chosen  occupation. 

Fatigue:  Exhaustion. — Whatever  the  definition  of  neuras¬ 
thenia  which  one  may  frame,  one  symptom,  exhaustion,  is  certain 
to  receive  emphasis.  The  importance  of  fatigue  as  a  symptom  of 
disease  was  emphasized  by  Hippocrates  in  his  aphorism,  “Spon¬ 
taneous  lassitude  means  disease.”  The  well  person  is  always  active, 
always  “up  to  something.”  It  may  be  mischief,  but  he’s  up  to  it. 
“We  are  just  as  well  as  we  are  energetic”  (Jastrow). 

The  cause  of  the  exhaustion  of  psychoneurotic  patients  may  be 
.any  of  the  many  chronic  conditions  which  for  months  or  years 
may  continue  without  causing  a  single  symptom  other  than  easy 
fatigability;  among  them,  eyestrain,  tuberculosis,  malaria,  hook¬ 
worm,  lues,  cancer,  Bright’s  disease,  arteriosclerosis,  various  car¬ 
diac  troubles,  chronic  infections  of  the  teeth,  tonsils,  nasal  sinuses, 
abdomen,  pelvis,  etc.  There  is  no  such  a  person  as  a  “chronically 
tired”  well  man.  In  this  connection  we  may  well  remind  ourselves 
that  the  “lazy  whites”  of  the  South  were  quite  exonerated  by  the 
-discovery  of  the  hookworm,  which  one  facetious  reporter,  more 
.correctly  than  he  realized,  named  the  “germ  of  laziness.”  In  other 
cases,  the  cause  of  exhaustion  is  the  overexertion  of  an  organ 
made  necessary  by  some  mechanical  defect,  as  a  valvular  lesion  in 
a  well-compensated  heart ;  or  it  may  be  due  to  the  excessive  amount 
of  energy  involved  in  chronic  states  of  muscular  hypertonicity,  such 
as  is  present  in  anxiety  conditions. 

Fatigue  of  muscle  is  a  normal,  protective  phenomenon  due  to 
the  accumulation  of  certain  products  of  its  action,  called  fatigue 
substances.  These,  when  they  reach  certain  concentrations,  inhibit 
its  further  functioning  long  before  it  is  harmed.  It  may  be  truth¬ 
fully  said  that  a  muscle  gets  fatigued  in  order  that  it  may  not  be¬ 
come  injuriously  exhausted.  Under  normal  conditions,  the  mar¬ 
gin  of  safety  of  this  tissue,  as  well  as  of  all  organs,  between  the 
point  of  inhibition  of  function  by  fatigue  and  the  point  of  injury 
is  wide.  Under  certain  conditions  of  great  stress,  however,  men 
find  themselves  able  to  “tap”  previously  inaccessible  reservoirs  of 
force  (that  is,  to  invade  for  a  moment  this  margin  of  safety),  and 
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often  are  surprised  at  the  unexpected  amount  of  “reserve  power” 
they  possess. 

It  is,  however,  a  question  whether  or  not  the  word  “fatigue”  as 
used  of  muscles  is  applicable  also  to  the  analogous  exhaustion 
which  results  from  mental  overwork,  although  these  two  inhibiting 
mechanisms  certainly  do  have  similar  protective  significance.  We 
know  of  no  demonstrable  “fatigue”  substances  which  mental  pro¬ 
cesses  produce.  Nature  has  her  own  and  different  governing 
mechanisms  which  protect  the  exhausted  brain  worker  who  does 
not  fret.  He  gets  tired  and  sleepy ;  his  mental  horizon  contracts ; 
his  resources  of  association  through  memory  on  which  his  resource¬ 
fulness  depends  are  greatly  lessened,  hence  he  becomes  increasingly 
unable  to  work  productively  and  accurately  (this  explains  the 
surprising  ease  with  which  in  the  morning,  after  a  good  night’s 
sleep,  one  can  handle  a  problem  which  the  night  before  seemed 
unsolvable)  ;  and  his  emotions  concerning  his  work  change.  The 
tired  doctor  hates  to  hear  his  telephone  bell  ring ;  the  tired  business 
man  locks  his  office  with  pleasure ;  but  after  a  vacation,  both  return 
eagerly  to  their  work.  Such  changes  of  the  emotions  certainly 
have  a  definitely  protective  function,  for  they  tend  to  inhibit  fur¬ 
ther  effort. 

Whatever  term  is  used,  however,  true  “exhaustion”  certainly 
does  result  both  from  any  strenuous  mental  activity,  however  pleas¬ 
ant,  which  requires  close  application  over  a  long  period  of  time, 
and  from  brief  periods  of  intense  emotional  stress.  Indeed,  a  few 
minutes  of  the  latter  may  completely  prostrate  a  man.  Much  of 
this  may  be  muscular  fatigue,  the  result  of  the  hypertension  which 
then  obtains. 

While  pleasant  brain  work  creates  the  sensation  of  “tire”  which 
a  short  rest  relieves,  unless  very  excessive  it  does  little  more.  It 
is  the  superimposed  emotional  element  which  produces  the  pro¬ 
found  “exhaustion,”  the  “easy  fatigability”  of,  not  the  intense, 
but  the  anxious  brain  worker.  It  is  this  of  which  the  neurasthenic 
patient,  intensely  preoccupied  with  the  problem  of  his  own  health, 
“teased”  by  his  continuous  effort  to  interpret  symptoms  which  for 
him  have  no  meaning,  complains  so  bitterly;  it  is  this  from  that 
the  psychasthenic  patient  suffers  much  more  seriously,  yet  uncon¬ 
sciously,  after  years  of  continuous  struggling  with  his  phobias, 
obsessions  and  compulsions.  The  hysterical  patient  alone  es¬ 
capes  it. 

Although  “nervous  exhaustion”  in  varying  degrees  is  an  early 
and  almost  constant  symptom  of  all  cases  of  neurasthenia,  and  the 
logical  result  of  all  anxiety  states,  yet  it  is  merely  not  a  sensation  of 
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“exhaustion”  which  the  neurasthenic  patient  feels.  His  condition 
is  largely  one  of  depressing  disinterest.  His  mind  is  so  focused 
on  the  elements  involved  in  his  neurasthenic  state  that  the  more 
normal  interests  of  life  become  more  or  less  excluded ;  they  “bore” 
him ;  in  the  truthful  slang  of  the  child,  “they  make  him  tired.” 

The  neurasthenic  suffers  also  from  a  lowering  of  the  neuro¬ 
muscular  tone,  with  vasomotor  changes  similar  to  those  which 
produce  the  “weak  feelings”  following,  for  illustration,  a  narrow 
escape  from  an  accident.  This  explains  the  “five  o’clock  sign  of 
Odier,”  12 a  which  is  based  on  the  fact  that  persons  of  good  “nerve 
tone”  feel  better  in  the  morning  than  in  the  afternoon,  while  those 
with  less  “nervous  poise”  dread  mornings  and  Mondays.  That  is, 
when  they  should  be  most  rested  they  feel  dreary  and  full  of  ills ; 
and  towards  evening,  when  they  should  be  fatigued,  they  feel 
better.  Nevertheless,  however  exhausted  they  may  feel,  their 
muscular  power  remains  normal.  It  is  of  interest  in  this  connection 
that  the  best  treatment  found  during  the  Great  War  for  soldiers 
with  neurocirculatory  asthenia,  who  were  called  by  the  French 
“les  fatigues,”  was  hard  physical  work  (page  126). 

Sooner  or  later,  however,  there  may  appear  in  all  psychoneurotic 
states  still  another  form  of  exhaustion,  a  true  physical  “fatigue,” 
which  psychiatrists  would  seem  to  overlook.  This  develops  as  the 
result  of  malnutrition  and  insomnia,  the  natural  consequences  of 
all  anxiety  states.  No  one  is  as  truly  “tired”  as  the  sufferer  who 
cannot  eat  and  sleep.  Vicious  circles  are  soon  set  up.  The  in¬ 
somnia  and  anorexia  lead  to  malnutrition;  this  in  turn  intensifies 
the  neurasthenic  thought  processes ;  this  leads  to  still  greater  ano¬ 
rexia  and  insomnia — and  so  the  circle  spins.  The  resulting  “ner¬ 
vous  prostration”  may  be  profound.  In  this  condition,  also,  the 
natural  resistances  of  the  body  to  infections  becomes  so  lowered 
that  a  chronic,  unsuspected  disease  may  become  active  and  dominate 
the  picture.  Patients  with  anorexia  nervosa,  for  illustration,  some¬ 
times  die — but  from  tuberculosis. 

Still  another  and  different  variety  of  “exhaustion,”  which  the 
normal  person  feels  during  the  first  few  days  of  vacation  following 
a  period  of  strenuous  professional  work,  is  that  due  to  relaxation. 
While  his  house  is  on  fire,  a  man,  unaided,  can  move  heavy  furni¬ 
ture  ;  but  the  fire  put  out,  he  faints.  So,  some  nervously  exhausted 
patients,  after  they  finally  have  given  up,  will,  after  the  first  few 
days  in  bed,  feel  so  prostrated  and  suddenly  begin  to  suffer  so 
acutely  from  physical  symptoms,  previously,  since  repressed,  never 
felt,  that  they  actually  fear  they  are  dying.  This  state  may  appear 
suddenly.  We  have  answered  emergency  calls  to  the  “death  bed” 
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of  these  patients.  Others  say,  “Let  me  up  and  get  back  to  work 
and  I  would  feel  much  better.”  This  exhaustion  is  a  phenomenon 
of  rest;  of  “relaxation” ;  of  loss  of  psychic  “tone,”  which  follows 
the  relief  of  that  tension  which  previously  had  inhibited  so  many 
of  the  sensations  of  these  patients.  This  period  over,  they  feel 
progressively  better  until  in  about  one  month  they  again  are  full 
of  energy.  To  us,  the  above  crisis  is  the  first  definite  sign  that 
the  neurasthenic  state  is  about  to  be  relieved ;  it  also  is  proof  that 
the  patient  is  neurasthenic  and  not  psychasthenic,  since  the  latter 
state  is  little  influenced  by  mere  rest.  This  reaction  to  relaxation 
has,  we  believe,  led  the  profession  into  great  error,  since  the  results 
of  a  “rest  cure”  in  neurasthenic  cases  are  so  spectacular  that  the 
doctor  applies  this  same  treatment  to  other  and  different  psycho¬ 
neurotic  conditions,  with  failure  the  result.  For  illustration,  pa¬ 
tients  with  deeply  rooted  anxiety  states  continue  their  emotional 
conflict  wherever  they  are,  no  matter  how  much  they  rest,  or  how 
completely  they  are  isolated.  They  need  psychotherapy  also. 

Mental  depression,  with  its  paralysis  of  energy  and  its  result¬ 
ing  loss  of  the  joy  of  living  (anhedonia),  is  a  logical  result  of  the 
ceaseless  striving  with  vague,  diffuse  complexes  largely  within  the 
neurasthenic’s  subconscious  life ;  and  its  degree  will  depend  on  the 
depth  to  which  the  patient’s  psychic  life  is  involved.  Patients 
react  to  this  in  various  ways.  Some  are  unhappy,  depressed,  ap¬ 
prehensive  and  pathetically  docile ;  some  become  overconsiderate  of 
others ;  others  become  fretful,  fault-finding,  unreasonable,  and  ut¬ 
terly  selfish.  The  neurasthenic,  however,  never  loses  insight  into 
his  condition,  is  never  out  of  touch  with  reality,  never  shows 
mental  deterioration.  To  him  every  mental  effort  is  fatiguing  and 
difficult;  continuous  thought  seems  impossible;  he  may  indeed 
become  bedridden.  Since,  however,  all  of  the  problems  which 
enter  into  his  condition  lie  very  near  the  periphery  of  conscious¬ 
ness,  his  depression  disappears  when  his  state  is  explained  to  him. 
In  the  psychasthenic,  on  the  other  hand,  the  problem  lies  deeper 
and  explanations  will  give  but  partial  relief.  Nevertheless,  in  both 
cases  much  depends  on  the  events  of  the  patient’s  daily  life,  for  a 
change  of  scene,  an  item  of  good  news,  a  pair  of  proper  glasses, 
a  successful  operation,  or  any  other  improvement  in  the  physical 
or  social  conditions  about  which  his  neurasthenic  reactions  revolve, 
will  at  once  modify  it.  On  the  other  hand,  this  depression  may 
have  inhibiting  effects  which  possibly  have  protective  value.  In¬ 
deed,  instead  of  being  “dismal,”  the  above-described  depression 
may  prove  even  mind  saving ;  but  it  also  may  lead  to  suicide. 
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Introversion. — A  characteristic  of  one  group  of  neurasthenic 
patients  is  their  unwillingness  to  face  reality.  They  prefer  not  to 
know  too  much  about  their  condition,  although  to  accept  the  truth 
about  it  might  relieve  them  of  some  anxiety.  Those  of  their  phys¬ 
ical  symptoms  which  are  the  result  of  substitution,  on  the  other 
hand,  they  study  most  minutely,  describe  them  in  detail,  emphasize 
their  own  conclusions  concerning  them,  and  insist  on  the  diagnosis 
more  satisfactory  to  them  which  other  physicians  have  made ;  but 
from  their  real  problems  these  patients  “turn  away.”  In  fact  these 
latter  are  little  in  consciousness,  for  these  patients  have,  in  so  far 
as  they  are  able,  adopted  the  hysterical  defense  mechanism. 

The  appetite  of  neurasthenic  patients  is  usually  very  capricious, 
except  when  they  are  following  their  food  fads.  Let  them  eat  con¬ 
trary  to  these,  and  the  resulting  dysfunctions  of  the  gastrointes¬ 
tinal  canal  may  promptly  produce  distressing  symptoms.  Their 
anorexia  so  often  present  may  lead  to  extreme  emaciation.  One 
doctor  may  have  said  to  a  patient,  “No  acid  foods” ;  another,  “No 
meats” ;  a  third,  “No  sweets” ;  etc.,  and  the  patient  instead  of 
omitting,  as  directed,  one  group  of  foods  at  a  time,  may  omit  all. 

This  was  well  exemplified  by  a  young  woman,  twenty-one  years  old,  who 
came  to  the  hospital  weighing  fifty-five  pounds,  since  for  weeks  her  diet  had 
been  limited  to  Graham  crackers  and  water. 

THE  PERSONALITY  OF  THE  NEURASTHENIC 
PATIENT 

Those  patients  who  easily  become  neurasthenic  usually  are  intro¬ 
vert  individuals  of  keen  intellect.  They  are  sensitive,  that  is,  are 
in  the  habit  of  reacting  too  strongly  to  stimuli ;  they  are  introspec¬ 
tive,  that  is,  given  to  the  study  of  all  that  concerns  themselves; 
usually,  they  are  accustomed  to  rationalize  all  the  data  concerning 
themselves  which  comes  to  their  attention.  They,  and  especially 
those  with  predominant  substitutional  symptoms,  describe  their 
feelings  in  detail,  referring,  as  they  do  so,  to  their  “little  papers” ; 
that  is,  to  the  slips  of  paper  on  which  they  have  written  down 
every  symptom  lest  they  forget  it,  meanwhile  watching  the  doctor 
closely  to  see  whether  or  not  he  seems  to  appreciate  all  the  items. 
Nevertheless,  the  majority  of  them  are  normal,  even  superior  per¬ 
sons,  very  successful  in  business,  especially  in  research,  and  just  as 
successful  in  the  development  of  neurasthenic  states.  Among  them 
are  found  many  artists,  poets,  and  musicians.  We  might  compare 
such  persons  to  a  delicate  machine  capable  of  fine  work,  which  for 
that  very  reason  requires  careful  attention.  In  salvaging  the  neu- 
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rasthenic  group  of  patients,  therefore,  we  are  protecting  from 
nervous  bankruptcy  many  a  potential  genius.  The  average  “nor¬ 
mal”  man,  on  the  contrary,  the  so-called  “bromide”  or  “dead-level- 
ite”  of  society,  could  not  become  a  successful  neurasthenic  even  if 
he  tried.  Sometimes  he  develops  a  neurasthenic  state,  but  it  dis¬ 
appears  soon  after  its  immediate  cause  has  been  relieved. 

In  America,  markedly  neurasthenic  individuals  are  so  numerous 
that  European  medical  consultants  named  neurasthenia  the  “Amer¬ 
ican  disease.”  American  society  offers  such  countless  opportunities 
(page  37)  that  all  are  stimulated  to  attempt  that  which  is  far 
beyond  their  ability,  with  hyperirritability  and  secondary  appre¬ 
hension  the  result.  Also  the  few  who  do  succeed  are  never  satis¬ 
fied  ;  the  more  success  they  have,  the  more  they  want.  Both  groups, 
therefore,  are  likely  to  develop  anxiety  states. 

Before  the  Great  War  the  social  system  of  certain  European 
countries  was  so  stabilized,  since  definitely  stratified,  that  the  aver¬ 
age  man  found  little  room  for  his  ambition.  He  knew  exactly 
what  was  expected  of  him  and  realized  how  useless  it  would  be 
for  him  to  try  radically  to  better  his  lot.  He,  therefore,  accepted 
it,  was  satisfied  to  do  each  day’s  work  well,  worried  little  or  not 
at  all,  was  not  particularly  tired  when  his  day’s  work  was  over,  and 
could,  therefore,  spend  his  evenings  listening  to  beautiful  music 
while  drinking  light  beer  or  light  wine.  One  reason  why  our 
grandparents  escaped  the  fatigue  of  the  present  generation  is  that 
they  went  to  bed  soon  after  sundown,  because  they  had  no  electric 
or  gas  lights  and  “no  place  to  go.”  Winter  especially  for  them  was 
a  long  period  of  rest.  Consequently,  they  were  not  greatly  fatigued 
by  the  routine  of  their  lives.  Now,  since  we  can  turn  night  into 
day,  winter  into  summer,  and  the  opportunities  in  the  business  and 
social  world  have  grown  so  immeasurably,  it  has  become  more  and 
more  necessary  to  budget  nervous  force,  to  practice  self-restraint, 
and  voluntarily  to  create  habits  of  rest,  which  few  do. 

Anxiety  States. — The  effort  of  the  above  social  changes  on  our 
emotional  life  cannot  be  overestimated.  Weber’s  law,  that  per¬ 
ceptibly  to  increase  a  sensation  the  increase  in  its  stimulus  must 
bear  a  definite  relation  to  that  already  operating,  would  seem  to 
apply  also  to  our  emotional  lives.  Since  Americans  usually  are 
overstimulated,  beautiful  music  is  not  violent  enough  to  give  re¬ 
laxation — they  require  jazz ;  instead  of  fine  art  to  give  them  pleas¬ 
ure,  they  demand  the  grotesque ;  and  instead  of  light  beer  and 
wine,  they  crave  strong  drinks.  The  advances  in  medicine  also 
are  in  part  responsible  for  our  overstimulated  emotions,  since  by 
eliminating  disease  and  lengthening  life  we  have  in  large  degree 
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eliminated  that  restraint  which  a  humble  frame  of  mind,  due  to  the 
realization  of  the  imminence  of  sickness  and  untimely  death,  for¬ 
merly  encouraged.  And,  finally,  these  same  advances  have  made 
available  to  the  public  much  information  concerning  diseases,  with 
the  result  that  many  persons  study  anxiously  each  of  their  symp¬ 
toms.  This  alone  tends  to  create  permanent  anxiety  states  in  the 
members  of  the  introspective  group. 

PHYSICAL  SIGNS 

That  certain  types  of  personality  (mental  patterns)  are  fre¬ 
quently  associated  with  certain  types  of  body  build  is  well-recog¬ 
nized.  Thus,  psychoneurotic  and  schizothymic  temperaments  often 
are  associated  with  the  asthenic  physical  make-up.13  This  body 
type  has  been  described  14  as  follows  :  a  long  head,  prominent  cheek 
bones,  receding  chin,  conspicuous  Adam’s  apple,  loose  jaw,  large 
lips,  big  eyes,  dilated  pupils,  and  worried  expression.  Of  such 
patients  the  pulse  is  slow ;  the  blood  pressure,  low ;  the  hands  and 
feet,  cold  and  clammy;  and  the  reflexes,  exaggerated.  By  no 
means,  however,  are  all  neurasthenics  of  this  type,  and  the  above, 
to  us,  is  a  good  description  of  a  person  with  constitutional  in¬ 
feriority. 

Symptoms  and  Physical  Signs. — In  neurasthenic  conditions 
one  meets  with  all  the  symptoms  and  physical  signs  which  result 
from  the  dysfunctions  of  those  visceral  organs  involved  in  psycho¬ 
neurotic  reactions.  Subjective  symptoms  common  in  neurasthenia 
are:  paresthesias,  especially  the  “glove  and  stocking  feeling,,  of 
the  extremities;  vertical  or  occipital  headache;  hyperesthesias  of 
the  scalp ;  painful  spots  on  the  spine,  especially  over  the  lower  cer¬ 
vical,  midthoracic,  upper  lumbar,  and  sacro-iliac  regions;  tender¬ 
ness  on  pressure  over  the  abdominal  aorta  and  iliac  vessels  (page 
155)  ;  pain  following  muscular  or  mental  effort;  a  feeling  of  un¬ 
reality  (“My  head  feels  like  an  empty  rain  barrel,”  said  one 
patient). 

Certain  physical  signs  are  fairly  suggestive  of  the  psychoneurotic 
state  as  such :  widely  dilated  pupils ;  *  retinal  fatigue ;  photo¬ 
phobia;  progressive  contraction  of  the  fields  of  vision;  peripheral 
vasomotor  dilation  with  sweating,  often  followed  by  general 
erythema  and  an  urticaria  which,  following  a  trivial  emotional 

*  Realizing  how  spectacularly  dogs  that  have  been  badly  frightened  may 
manifest  this  reaction,  indeed,  their  pupils  may  remain  widely  dilated  for 
days,  with,  if  the  dog  is  not  protected  from  the  light,  optic  atrophy  and  total 
blindness  the  result,  one  may  wonder  if  the  headaches  of  some  psychoneu¬ 
rotic  patients  have  not  a  somewhat  similar  explanation. 
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disturbance,  may  last  for  even  six  weeks ;  cold,  clammy  hands  and 
feet,  the  best  physical  sign  of  emotional  maladjustment;  marked 
dermatographia ;  spells  of  temporary  tachycardia;  a  labile  pulse; 
marked  variation  in  the  systolic  blood  pressure ;  disturbance  of  the 
respiratory  rhythm;  increase  in  the  basal  metabolic  rate;  a  sud¬ 
denly  developed  nausea,  often  with  vomiting ;  diarrhea ;  polyuria ; 
exaggeratedly  deep  reflexes ;  periods  of  symptomatic  hyperthyroid¬ 
ism;  an  anemic  appearance,  due  to  peripheral  vasomotor  constric¬ 
tion  rather  than  to  any  qualitative  blood  changes ;  and  various 
tremors  (page  209).  Darmstadter  (page  282)  attributes  these 
tremors  to  perverted  emotional  responses,  the  motor  mechanisms 
continuously  adjusted,  in  tense  expectant  readiness,  for  some  de¬ 
fense  reaction  against  an  emergency  which  never  develops. 

Very  characteristic  of  the  psychoneurotic  state  is  the  language 
these  patients  use  when  describing  their  symptoms.  The  words 
“serious,”  “awful, ”  “excruciating,”  “fatal,”  “would  have  died  if,” 
etc.,  are  frequently  used  of  sensations  which  other  patients  would 
easily  endure. 

The  only  change  in  the  urine  often  noted  in  neurasthenia  is  its 
milkiness,  due  to  the  precipitation,  during  the  act  of  voiding,  of 
the  phosphates ;  a  condition  wrongly  named  “phosphaturia,”  and 
formerly  greatly  emphasized.  It  possibly  to-day  is  too  much  dis¬ 
credited,  since,  whatever  its  explanation,  it  does  suggest  a  case 
likely  to  prove  difficult.  The  old  popular  idea  that  oxaluria  is 
important  in  the  neurasthenic  picture  is  still  held  by  some. 

DIFFERENTIAL  DIAGNOSIS 

Since  neurasthenic  reactions  enter  into  a  large  variety  of  organic 
conditions,  as  well  as  into  all  the  other  psychoneuroses  and  many 
of  the  psychoses,  we  certainly  should  not  call  “neurasthenia”  every 
condition  in  which  spectacular  neurasthenic  reactions  are  evident, 
merely  because  no  demonstrable  lesions  are  found.  Indeed,  the 
term  “neurasthenia”  itself  is  a  dangerous  word,  so  sonorous,  so 
mysterious,  so  convincing,  that  it  suggests  finality.  Once  uttered, 
the  patient  believes  that  an  interesting  and  not  uncomplimentary 
condition  has  been  discovered ;  a  final  diagnosis  has  been  made ;  that 
treatment  can  at  once  be  begun.  And  with  doctors,  also,  this  par¬ 
ticular  term  still  is  far  too  popular,  both  because  their  patients  like 
it,  and  because  they  themselves  are  loath  to  admit  that  in  any 
given  case  they  cannot  come  to  a  more  final  diagnosis.  The  word 
“neurasthenia”  spoken,  however,  this  term,  like  the  semaphore 
beside  the  railroad  track,  stretches  its  arresting  arm  across  the 
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mind  and  stops  those  trains  of  thought  which  otherwise  might 
proceed  to  a  more  complete  diagnosis. 

Psychasthenia  and  hysteria  depend  on  permanent  personality 
defects  which  usually  become  evident  early  in  life,  at  which  time 
their  manifestations  may  be  simple  and  typically  neurasthenic. 
Later,  however,  the  syndromes  of  these  are  much  more  complex. 
While  all  neurasthenic  persons  may  be  “just  a  little  psychasthenic,” 
and  most  marked  psychasthenics  are  definitely  “neurasthenic,”  yet 
the  differences  between  these  two  groups  of  patients  are  marked. 
Except  during  these  periods  when  his  psychoneurotic  state  amounts 
to  an  illness,  the  neurasthenic  patient,  perhaps  because  of,  perhaps 
in  spite  of,  his  psychoneurotic  traits,  functions  in  competitive  social 
life  as  a  normal,  even  a  very  superior,  individual.  The  immediate 
causes  for  his  periods  of  disability  are  often  physical  and  remedi¬ 
able,  and  the  objects  of  his  emotional  problems  always  have  a 
degree  of  externality  which  makes  their  treatment  easy.  The 
psychasthenic  person,  on  the  other  hand,  throughout  his  entire  life 
is  more  or  less  handicapped  by  fears,  obsessions  and  compulsions. 
Although  he  hopes  that  these  have  some  physical  cause,  yet  he 
realizes  that  his  troubles  are  deeper  seated  than  that.  Through 
his  struggling  with  these  he  may  develop  a  nervous  breakdown 
surprisingly  like  a  purely  neurasthenic  state,  since  it  also  is  caused 
largely  by  anorexia  and  insomnia;  yet  the  picture  always  is  very 
complex,  since  it  contains  elements  which  do  not  belong  to  a  well- 
unified  syndrome. 

Neurasthenic  reactions  may  mask  the  early  stages  of  the  psy¬ 
choses.  For  illustration,  not  a  few  of  the  cases  of  very  severe 
gastric,  cardiac,  or  sexual  neurasthenia  (“malignant  neurasthenia,” 
one  interne  called  it)  are  really  cases  of  an  early,  or  of  a  mild, 
manic-depressive  psychosis.  The  correct  diagnosis  of  these 
cases  of  “hyperchondriasis”  is  suggested  by  the  unusual  intensity 
of  the  patient’s  anxiety  over  his  symptoms,  and  by  his  statements 
that  he  had  none  of  these  symptoms  a  few  months  earlier.  The 
purely  neurasthenic  reactions  are  not  nearly  as  intense  as  the 
emotional  reactions  of  the  manic-depressive  patient,  for  in  the 
latter  they  interfere  with  his  ability  to  deal  adequately  with  the 
ordinary  affairs  of  his  daily  life,  cause  a  loss  of  interest  in  those 
dear  to  him,  and  impair  his  judgment  sufficiently  to  lead  to  suicide, 
or  to  the  wrecking  of  his  reputation  or  business  (page  407).  Also, 
in  the  latter  they  often  are  associated  with  delusions  involving 
personal  unworthiness,  inefficiency,  and  hopelessness.  He  believes 
that  he  is  changed  in  ego,  and  that  he  is  responsible  for  that 
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change.  He  is  “in  misery  all  over/’  is  tremulous,  crying,  and  afraid 
of  everything  in  general. 

The  depression  of  the  purely  neurasthenic  patient,  on  the  other 
hand,  does  not  have  deep  roots,  and  clears  up  entirely  with  im¬ 
provement  of  the  general  condition.  He  preserves  his  affection 
for  others.  He  does  not  regard  himself  as  changed,  and  he  attrib¬ 
utes  his  depressed  condition  to  circumstances  over  which  he  has 
no  control.  His  depression  is  seldom  pathological  enough  to  lead 
to  suicide  or  to  acts  which  endanger  his  reputation  or  his  busi¬ 
ness.16  Like  that  of  the  manic-depressive  patient,  however,  it  may 
be  characterized  by  temporary  waves  of  relief. 

Mild  cases  of  schizophrenia,  also,  often  are  classified  as  neuras¬ 
thenia,  as,  for  illustration,  the  youth  who  at  puberty  begins  to 
complain  of  headache,  backache,  and  mental  weakness,  who  ceases 
active  sports  and  becomes  fretful  and  peevish. 

PROGNOSIS 

The  prognosis  in  neurasthenia  is  good.  Indeed,  the  patient  later 
may  have  better  health  because  of  the  experiences  of,  and  the 
lessons  learned  during,  his  illness.  Of  the  other  psychoneuroses 
this  is  not  nearly  as  true.  In  them,  the  present  state  is  but  one 
manifestation  of  a  much  deeper-seated,  more  permanent  defect. 
“Cure”  one  state,  and  another  is  likely  soon  to  develop. 

Sperling17  proposes  the  following  as  an  objective  test  of  the  progress  of 
the  neurasthenic  state.  The  patient  is  asked  to  draw  with  a  fountain  pen 
twelve  straight  horizontal  lines  at  distances  of  the  width  of  a  finger.  In 
order  to  maintain  a  standard  velocity,  the  examiner  counts  from  one  to  eight 
at  two-second  intervals  while  each  line  is  being  drawn.  For  persons  who,  as 
a  result  of  their  occupation,  have  considerable  facility  in  the  manipulation 
of  a  pen,  the  test  is  made  more  difficult  by  asking  them  to  draw  without 
supporting  the  hand  or  elbow.  Primary  tremors  affect  all  of  the  lines 
throughout.  In  cases  of  neurasthenia,  the  lines  may  present  three  distinct 
types  of  irregularity,  indicating  irritability,  fatigability,  or  anxiety.  A  small- 
waved  tremor  at  the  beginning  of  each  line,  and  which  steadily  decreases  in 
amplitude  in  each  successive  line,  is  the  expression  of  embarrassment  or  of 
general  irritability.  Irregular,  larger  waves,  or  changes  in  direction  at  the 
end  of  each  line,  which  increase  in  amplitude  in  the  successive  lines,  or  which 
are  present  only  on  the  last  lines,  express  fatigue.  Irregularities  of  all  the 
lines  and  which  correspond  to  the  counting  express  anxiety.  By  means  of 
this  test,  repeated  from  time  to  time,  some  idea  can  be  gained  of  the  progress 
which  the  patient  is  making. 


TREATMENT 


The  treatment  of  a  patient  in  a  well-developed  neurasthenic  state 
involves  far  more  than  the  quieting  of  his  fears  and  the  correction 
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of  his  emotional  adjustments.  Hyperirritability  of  cord  centers 
once  developed,  abnormal  autonomic  visceral  reflexes  once  estab¬ 
lished,  endocrine  imbalances  once  created,  organ  habits  once 
formed,  tend  to  continue  after  the  conditions  which  explain  their 
creations  shall  have  been  removed. 

While  in  the  absence  of  permanent  lesions  a  strong  emotional 
appeal  alone,  as  in  faith  cures,  will  relieve  some  patients  by  sub¬ 
stituting  normal  emotional  mechanisms  for  pathological  ones,  yet 
in  the  great  majority  of  cases  professional  help  also  is  necessary. 

The  first  duty  of  the  physician  is  to  find  out,  by  the  most  care¬ 
ful  of  examinations,  what  the  patient’s  physical  condition  actually 
is.  Are  his  symptoms  entirely  psychogenic ?  If  they  are  not,  how 
serious  is  the  disease  which  forms  one  of  the  grounds  for  the 
present  trouble?  In  other  words,  if  the  neurasthenic  state  is  a 
superstructure  built  on  a  recognized  organic  disease,  does  the 
patient  owe  one-tenth  of  his  symptoms  to  his  disease  and  nine- 
tenths  to  his  psychic  state,  or  vice  versa?  Even  if  the  latter  is 
true,  however,  the  cure  of  the  physical  trouble  may  not  destroy  the 
superimposed  structure;  it  may  even  become  worse. 

The  physical  and  laboratory  examinations  should  include 
not  only  a  complete  physical  examination,  but  also  an  x-ray  exami¬ 
nation  of  the  nasal  sinuses,  chest,  and,  usually,  of  the  gastro¬ 
intestinal  tract ;  examination  of  the  eyes,  if  possible  under  a  myd¬ 
riatic;  and  the  Wassermann  test.  Often  it  is  desirable  to  examine 
the  spinal  fluid,  and  to  make  any  other  test  which  is  suggested  by 
the  needs  of  the  individual  case.  In  addition,  they  should  cover 
every  point  suggested  by  the  patient’s  fears  or  concealed  hopes. 
To  discover  what  these  are,  a  good  special  nurse  is  of  great 
assistance.  Such  an  examination  usually  requires  about  a  week, 
and  should  impress  the  patient.  The  latter  result,  however,  will 
be  difficult  in  case  he,  because  of  some  social  maladjustment,  has 
by  substitution  invested  his  emotional  fortunes  in  the  belief  that 
some  one  disease  is  the  cause  of  his  suffering ;  and  yet  he  always 
has  a  lurking  fear  that  it  may  not  be  (page  277). 

Conversations. — All  physical  and  laboratory  examinations  com¬ 
pleted,  the  physician  can  begin  to  explain  to  the  patient  his  course 
of  treatment.  He  should  bear  in  mind  the  latter’s  attitude  of  sus¬ 
picion  and  apprehension,  his  tendency  to  study  intensively  all  of 
his  symptoms,  and  often  his  lurking  suspicion  that  they  are  based 
on  some  social  maladjustment.  If  substitution  is  present,  then  he 
will  attempt  to  prove  wrong  any  statement  of  the  doctor,  however 
unimportant  it  may  be;  for,  if  he  can,  he  justifies  himself.  In  his 
explanations,  therefore,  the  doctor  should  use  as  few  diagnostic 
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words  as  possible,  for  words  mean  far  too  much  to  a  neurasthenic 
patient.  The  latter  doubtless  already  has  gone  from  one  doctor’s 
office  to  another  in  search  of  a  man  who  seems  to  him  to  under¬ 
stand  his  condition,  and  probably  has  kept  a  record  of  all  the  dif¬ 
ferent  opinions  expressed,  and,  the  greater  their  seeming  variety, 
either  the  more  disturbed  or  the  more  flattered  will  he  feel.  In 
explaining  his  condition  to  him,  therefore,  the  physician  gives  it 
no  such  names  as  “neurasthenia,”  “psychasthenia,”  “neuritis,” 
“gastritis,”  “colitis,”  etc.,  but  uses,  so  far  as  he  can,  the  same  term 
the  patient  used  when  describing  his  condition;  otherwise,  the 
more  he  explains,  the  more  he  will  have  to  explain.  His  conver¬ 
sations,  therefore,  should  be  poor  in  information,  but  rich  in  posi¬ 
tive  specific  directions  as  to  what  he  expects  the  patient  to  do. 

The  physician  should  never  betray  to  his  patient  any  of  his 
unproved  opinions,  since,  for  the  neurasthenic  patient,  each  hint 
of  the  possibility  of  a  disease  becomes  a  positive  diagnosis.  Also, 
he  should  never  give  grounds  for  the  suspicion  that  he  is  conceal¬ 
ing  anything.  He  should,  indeed,  say  as  little  as  possible,  for  the 
patient  will  remember  every  word  of  his  conversation,  will  watch 
for  any  trace  of  inconsistency  in  the  statements  he  makes,  and 
will  compare  each  of  his  remarks  with  those  of  previous  doctors, 
and,  what  is  worse,  with  the  medical  gossip  of  other  patients. 
Some  patients  desire  to  find  some  excuse  for  not  following  the  doc¬ 
tor’s  advice;  will  tell  him  that  they  have  tried  all  that  he  suggests. 
Nevertheless,  critical  though  he  may  seem,  the  neurasthenic  patient 
earnestly  desires  to  find  a  doctor  to  whom  he  feels  he  can  surrender 
his  problems.  When  he  does,  he  will  aid  him  to  effect  all  possible 
readjustments  on  the  psychic  level.  He  wishes  nothing  left  to 
his  own  judgment.  He  desires  that  his  doctor  be  forceful ;  that 
each  statement  be  positive ;  that  all  instructions  be  very  detailed 
and  explicit. 

The  physician  should,  at  the  beginning,  correct  as  many  of  the 
physical  troubles  present  as  he  can,  and  should  educate  the  patient 
concerning  the  others,  always  being  as  optimistic  as  he  conscien¬ 
tiously  can.  Such  preliminary  treatment  may  be  easy  in  the  case 
of  refraction  of  the  eyes,  and,  perhaps,  of  extraction  of  a  few 
teeth ;  but  intranasal  operations  are  problems,  since  they  often  are 
slow  in  bringing  relief.  Realizing  that  many  surgical  operations 
are  performed  to  relieve  what  actually  are  the  results  of  psychic 
maladjustments,  none  should  be  permitted  unless  the  indications 
for  it  are  convincing. 

By  the  use  of  therapeutic  diagnostic  tests  we  sometimes  can 
confirm  a  tentative  diagnosis.  Among  these  are:  ten  days  of 
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mixed  antiluetic  treatment,  even  though  the  blood  Wassermann 
test  is  negative ;  thyroid  extract,  even  though  the  basal  metabolism 
rate  be  within  normal  limits ;  the  local  application  of  atropine,  if 
the  patient  is  young,  in  cases  of  suspected  eyestrain;  ephedrine 
drops  in  the  nose,  in  cases  suggesting  nasal  pressure ;  a  regular 
and  fat-free  diet,  if  the  symptoms  are  indicative  of  gall  bladder 
trouble;  frequent  fat-rich  meals  followed  by  alkalies,  if  gastric  or 
duodenal  ulcer  may  possibly  be  present ;  etc. 

Isolation  and  Rest. — The  next  move  of  importance  is  to  isolate 
the  patient.  For  him,  any  place  is  better  than  home,  since  it  was 
there  that  most  of  his  maladjustment  originated.  He  should,  if 
possible,  enter  a  suitable  hospital  under  the  care  of  a  nurse  trained 
in  this  field.  On  her,  will  much  of  the  success  or  failure  of  the 
treatment  depend. 

If  the  patient  is  malnourished  and  exhausted  because  of  anorexia, 
gastro-intestinal  disturbances,  and  insomnia,  his  treatment  should 
begin  with  about  four  weeks  of  rest  in  bed.  During  this  period 
he  should  be  completely  protected  from  visitors,  letters,  messages 
and  flowers.  Any  compromise  on  these  points  may  ruin  the  best 
of  plans.  Those  not  greatly  exhausted  may  not  need  so  long  a 
rest,  while  for  those  with  marked  “irritable”  features,  bed  may  be 
the  worst  of  places.  These  last  persons  need  well-organized  and 
supervised  physical  work.  For  them,  a  daily  program  should  at 
once  be  begun.  If  so,  a  schedule  such  as  that  recommended  in 
detail  for  psychasthenics  (page  338)  will  be  found  most  useful. 

In  nearly  all  cases  we  begin  with  the  Binswanger  diet:  that 
is,  with  eight  meals,  at  regular  hours,  of  milk.  This,  which  always 
is  given  hot,  is  served  at  first  in  small  amounts,  partly  to  accustom 
the  patient  to  this  food  which  so  many  insist  they  cannot  endure, 
and  partly  to  arouse  in  him  a  good  appetite. 

THE  MILK  DIET  OF  BINSWANGER  AS  MODIFIED 
BY  DUBOIS  18 


-  A.M. - P.M.  - 

Hrs.  of  the  day  7  9  11  1  3  5  7  9  Total 

First.day .  3  3  3  3  3  3  3  3  24  oz. 

Second  day...  4-5  4-5  4*5  4-5  4-5  4-5  4-5  4-5  36  oz. 

Third  day .  6  6  6  6  6  6  6  6  48  oz. 

Fourth  day  ...  9  6  6  9  6  9  9  6  57 oz* 

Fifth  day .  12  6  6  9  6  9  9  6  60  oz. 

Sixth  day .  12  6  6  9  6  9  9  6  60  oz. 
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For  these  patients  who  for  various  reasons  simply  cannot  take  milk,  the 
diet  of  the  first  six  days  may  consist  of  malted  milk,  various  infant  foods, 
eggnog,  beef  juice,  and  thick  soups.  All  “enemy  foods”  of  allergic  patients 
should  of  course  be  omitted.  Very  important  points  in  this  regimen  are  that 
each  meal  be  served  punctually,  and  that  the  patient  be  required  to  consume 
all  that  is  served. 

On  the  sixth  day,  bread,  butter  or  honey  is  given  with  the  first  feeding. 

On  the  seventh  day  the  regimen  is  changed  abruptly  to  a  regular  light 
diet.  For  example:  Breakfast  12  ounces  of  milk,  bread,  butter,  honey  or 
preserves,  with  coffee,  if  desired.  10  :oo  a.m.,  8  ounces  of  milk.  Lunch  (or 
dinner)  a  full  meal  of  varied  foods,  in  which  no  choice  is  allowed.  At  four 
o’clock,  8  ounces  of  milk.  Dinner  should  be  equally  ample  as  lunch.  At 
9:00  p.m.,  8  ounces  of  hot  milk. 

Such  a  diet  is  continued  for  five  or  six  weeks.  The  patient  may  lose 
weight  during  the  first  week,  but  later  will  gain  rapidly. 

Since  the  patient  is  to  be  allowed  no  choice  concerning  his  diet, 
a  tactful  nurse  will  find  out  during  the  first  week  what  foods 
would  be  distasteful  to  him,  and  should,  without  admitting  it, 
avoid  these.  Also,  since  as  a  part  of  his  training  he  is  to  be  re¬ 
quired  to  consume  all  the  food  placed  before  him,  the  nurse  should 
use  a  good  deal  of  judgment  as  to  the  amounts  served.  Because 
of  his  anorexia,  meals  should  be  served  in  courses,  never  all  of 
the  dishes  on  one  tray.  In  the  above  ways  we  give  the  patient 
as  much  nourishing  food  as  is  possible,  and  at  the  same  time  train 
him  to  eat  as  though  all  the  virtue  of  each  dish  were  contained 
in  the  last  crumb  or  last  drop. 

One  pays  no  attention  to  the  constipation  so  common  during  the 
first  week,  except  to  assure  the  patient  that  all  will  be  well,  and 
to  follow  the  program  outlined  on  page  154. 

Schedule. — From  the  first,  a  definite  schedule  of  the  day’s 
routine,  carefully  written  out  in  detail,  should  be  followed  as  punc¬ 
tually  as  possible  (page  338),  since  the  formation  of  good  physi¬ 
cal  habits  of  eating,  sleeping,  resting,  exercising,  and  working 
are  more  than  half  the  problem.  The  best  way  to  bring  order 
into  the  emotional  life  is  first  to  bring  it  into  the  physical  life, 
and  few  persons  have  more  irrational  and  irregular  habits  than 
have  neurasthenic  patients. 

The  doctor’s  visits  should  be  regular  and  his  conversation  well 
planned  in  advance.  This  latter  should  always  be  encouraging  to 
the  patient,  and  should  deal  chiefly  with  the  treatment.  The  pa¬ 
tient,  however,  will  probably  talk  freely  to  his  nurse  concerning 
his  symptoms,  and  this  she  will  report  to  the  physician,  who  will 
use  this  material  in  planning  his  next  visit. 

While  the  object  of  the  treatment  of  the  neurasthenic  states 
themselves  in  part  is  the  adjustment  of  the  patient  to  the  urges, 
trends,  impulses,  and  especially  to  the  organic  sensations  of  his 
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own  physical  being,  yet  to  bring  about  an  entire  absence  of  symp¬ 
toms,  even  were  this  possible,  is  not  desirable ;  many  of  them,  he 
should  learn  willingly  to  endure.  Those  therapies  (especially  men¬ 
tal)  designated  merely  to  raise  the  threshold  of  consciousness  of  all 
disagreeable  sensations  are,  in  the  long  run,  more  harmful  than 
good. 

The  reading  of  the  neurasthenic  patient,  like  that  of  the  psy¬ 
chasthenic,  should  be  very  carefully  supervised  (page  339). 

For  insomnia,  one  may  use  at  first  a  mild  sedative;  but,  in  gen¬ 
eral,  a  cup  of  hot  milk,  a  massage,  or  a  warm  pack  on  retiring  will 
be  sufficient  (see  page  226).  The  patient  should  be  vigorously 
massaged  each  day,  preferably  in  the  middle  of  the  afternoon. 
Those  patients  who  suffer  from  cold  hands  and  feet  will  be  much 
helped  by  diathermy  and  by  various  light  and  heat  therapies. 

Many  neurasthenic  patients,  after  their  eyestrain,  nasal  pressure, 
etc.,  have  been  relieved,  may,  after  resting  a  week,  feel  so  well  that 
they  refuse  further  treatment.  Since  their  exogenous  problems  all 
are  on  or  near  the  conscious  level,  they,  when  removed  from  the 
scene  of  their  labors,  isolated  from  mail,  telephone  calls  and  from 
the  visits  of  members  of  their  family,  “auto-analyze”  themselves, 
see  their  way  out,  and  leave,  able  to  solve  their  problems  for  them¬ 
selves. 

The  psychic  treatment  of  the  more  severely  neurasthenic  pa¬ 
tient  begins  with  efforts  to  give  him  assurance.  This  may  be  in¬ 
duced  by  authority,  reason,  persuasion,  and  suggestion  combined. 
The  diplomatic  handling  of  his  fears  is  first  in  importance.  Often 
we  must  persuade  him  to  accept  his  physical  condition  as  under 
the  circumstances  normal  for  him,  and  to  react  to  it  reasonably. 
His  emotional  states,  however,  need  active  treatments.  Unlike 
those  of  the  psychasthenic  (page  320),  their  stimuli  usually  are 
ascertainable;  but  their  importance,  the  patient  either  has  failed, 
or  has  refused,  to  recognize.  This  we  must  aid  him  to  do.  Cure 
will  not  happen  spontaneously,  as  e.g.,  in  manic-depressive  states. 
The  patient  must  make  a  definite  mental  readjustment  to  the  prob¬ 
lems  of  his  life;  must  be  made  to  see  that  his  mental  state  is  the 
cause,  not  the  result,  of  many  of  his  physical  symptoms  and  of 
the  severity  of  others.  Once  relieved,  an  anxiety  state  is  not 
likely  to  return.  Since  in  so  many  of  these  cases  there  has  been 
merely  substitution,  not  repression,  these  patients  do  not  need 
psychoanalysis.  Indeed,  the  patient’s  recognition  of  his  problems 
is  so  near  to  consciousness  that,  when  this  explanation  is  suggested, 
he  usually  at  once  admits  that  it  is  true  (page  277). 
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The  treatment  for  the  bed  patient  after  he  is  up  and  about  is 
that  described  for  psychasthenia  (page  337). 

SPECIAL  FORMS  OF  NEURASTHENIA 

Two  groups  of  conditions  which  are  definitely  neurasthenic  de¬ 
serve  separate  mention,  because  of  the  special  problems  which 
they  present.  We  refer  to  occupational  neurasthenia  and  those 
neurasthenic  reactions  which  arise  in  connection  with  the  “mas¬ 
culine  protest.” 

OCCUPATIONAL  NEURASTHENIA 
THE  POSTTRAUMATIC  PSYCHONEUROSES 

Physical  trauma  often  is  followed  more  or  less  directly  by  a  so- 
called  “posttraumatic  neurosis.”  Such  should  be  distinguished 
from  the  very  different  posttraumatic  psychoses  (page  430) .  From 
the  first,  it  has  been  recognized  that  “posttraumatic  neurasthenia” 
affected  especially  those  of  the  exposed  group  who  receive  either 
no,  or  only  slight,  physical  injuries ;  that,  indeed,  there  seemed  to 
be  an  inverse  proportion  between  the  two,  as  if  a  severe  physical 
trauma  actually  protected  the  patient  against  the  appearance  of  psy¬ 
choneurotic  reactions,  or,  what  is  more  likely,  made  such  a  reaction 
unnecessary. 

The  term  “posttraumatic  neurasthenia”  was  applied  formerly  to 
those  psychoneurotic  states  which  follow  appalling  physical  catas¬ 
trophes,  such  as  railroad  wrecks,  earthquakes,  fires,  etc.  Later, 
the  conditions  described  during  the  earlier  days  of  the  Great  War, 
first  as  “shell-shock”  and  later  as  “fright-shock,”  and,  still  later, 
those  cases  which  to-day  fill  our  industrial  courts  with  applicants 
for  compensation  for  alleged  injuries,  have  proved  to  be  essen¬ 
tially  the  same  condition.  All  of  them,  however,  cannot  be  in¬ 
cluded  in  any  one  group,  for  the  mechanisms  producing  them  are 
quite  different.  Of  some,  the  accident  or  catastrophe  would  seem 
to  be  adequate  cause ;  of  more,  the  cause  is  the  patient’s  reaction 
to  his  injury. 

The  best  early  article  on  those  psychoneuroses  which  seem  direct 
results  of  psychic  trauma  is  that  by  Stierlin,19  who  had  had  oppor¬ 
tunity  to  observe  the  survivors  of  an  unusual  number  (six)  of 
catastrophes  affecting  large  numbers  of  persons,  such  as  earth¬ 
quakes,  railroad  collisions,  and  mine  cave-ins.  The  number  of  true 
psychoses  which  followed  these  tragedies  was  surprisingly  few; 
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some  of  the  neuroses  which  appeared  later  were  modifications  of 
those  which  the  survivors  previously  had  shown ;  but,  in  addition 
to  these,  there  is  one  clinical  picture,  which  Stierlin  first  described, 
which  seemed  actually  due  to  the  catastrophe,  although  it  probably 
developed  only  in  “neurotic”  persons.  This  is  characterized  by  a 
brief  prodromal  period,  lasting  days  or  a  few  weeks,  of  physical 
hypertension.  During  this  prodromal  period  the  patient  is  just  as 
truly  “neurotic”  as  he  will  be  later,  yet  he  does  not  seem  so,  since 
his  symptoms  are  much  more  easily  explained  or  overlooked.  He  is 
loquacious,  his  chief  topic,  his  terrifying  experiences;  he  sleeps 
badly ;  has  some  fine  tremor  of  the  fingers,  and  exaggerated  pupil¬ 
lary  and  deep  reflexes.  After  such  “prodromal  period”  has  passed, 
psychic  depression  develops,  accompanied  by  some  or  many  of  the 
following  symptoms :  vasomotor  features ;  insomnia ;  unstable 
pulse ;  dermatographia ;  sweats ;  a  feeling  of  heat  of  the  body  as  a 
whole,  but  extremities  cold ;  cephalgia ;  vertigo ;  aboulia ;  and 
tremor. 

In  this  syndrome  there  is  no  repression  and  no  conversion  phe¬ 
nomena,  as  in  war  hysteria  (page  346).  Stierlin  considered  it  an 
anxiety  neurosis  (not  in  the  Freudian  sense),  at  the  center  of 
which  is  a  memory  defect.  He  at  that  time  gave  warning,  forgot¬ 
ten  during  the  early  months  of  the  World  War,  that  one  should 
make  a  sharp  distinction  between  this  condition,  the  direct  effects 
of  the  shock,  and  those  aroused  as  reactions,  even  among  those 
who  saw  no  actual  war  service,  to  the  disagreeable  situations  in 
which  the  soldiers  found  themselves.  He  noted  also  the  impor¬ 
tance  of  the  patients’  mental  pattern  in  determining  the  character 
of  the  psychoneuroses  which  developed.  In  Italians,  the  hysterical 
types  predominated ;  among  northern  Europeans,  the  “neurotic.” 

During  the  Great  War,  the  direct  result  of  terrifying  experiences 
themselves  took  two  forms :  that  described  by  Stierlin,  to  which 
the  term  “neurasthenic”  is  applicable ;  and  the  war  hysteria,  of 
which  the  forgetting  of  the  incident  itself  and  the  development  of 
substituted  physical  symptoms  were  important  features  (page 
346).  The  most  of  the  cases  of  the  industrial  psychoneuroses  also 
belong  in  this  latter  group. 

That  the  actual  physical  injuries  incident  to  the  industries  may  not  only 
preclude  the  development  of  a  psychoneurosis,  but  also  can  clear  up  one  al¬ 
ready  present,  is  well  known.  It  may  at  first  seem  a  far-fetched  comparison, 
but  we  cannot  but  suspect  that  this  is  the  explanation  of  the  temporary  im¬ 
provement  which  so  often  follows  many  of  the  unnecessary  surgical  opera¬ 
tions  performed  on  nervous  patients.  Certainly  the  psychic  experiences  of  the 
period  of  examination  preceding  an  operation,  the  trip  to  the  operating  room, 
the  anticipations  concerning  the  anesthetic,  and  all  which  follows,  including 
the  fee,  have  traumatizing  values.  The  list  of  operations  which  in  succession 
have,  thanks  to  our  nervous  patients,  become  brief  therapeutic  fads  (oophor- 
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ectomy,  suspension  of  the  uterus,  suspension  of  the  kidneys,  short  circuiting 
of  the  colon,  appendectomy  for  pain  only,  thyroidectomies  for  nervousness 
only,  tonsillectomies,  many  sinus  operations,  etc.)  is  long.  The  number  of 
such  surgical  operations  which  psychoneurotics  permit,  even  demand,  is  sur¬ 
prisingly  large.  Barrett  20  found  that  4 7  out  of  100  of  his  patients  had  had 
surgical  attention.  In  one  group  of  our  psychoneurotics,  64  percent  of  them 
had  had  operations  on  the  nose,  throat,  abdomen  and  pelvis,  and  the  number 
of  their  operations  per  patient  varied  from  one  to  seventeen.  Another  of 
our  patients  had  had  seven  laparotomies. 

One  of  the  most  helpful  of  the  recent  articles  on  the  psycho¬ 
neuroses  following  industrial  accident  is  that  of  Slater,21  who 
considers  a  traumatic  neurosis  a  mechanism  which  protects  the  in¬ 
jured  employe  from  some  unpleasant  occupation,  and  which  there¬ 
fore  does  not  develop  (since  unnecessary)  if  a  clearly  disabling 
physical  trauma  is  sustained.  He  also  states  that  the  happier  men 
are  in  their  work,  the  less  likely  they  are  when  injured  to  develop 
neuroses ;  and  that  the  best  treatment  for  those  which  do  arise  is 
not  rest,  not  drugs,  not  occupational  therapy,  but  a  paying  job  as 
soon  as  possible.  Slater  believes,  however,  that  behind  every 
traumatic  neurosis  there  is  some  definite  organic  pathology,  as 
tuberculosis,  cardiovascular  disease,  lues,  cancer,  or  chronic  infec¬ 
tions,  especially  of  the  teeth,  etc.,  and  that  such  cases  are  traumatic 
only  in  their  immediate  causation.  In  support  of  a  portion  of 
Slater’s  opinion  is  the  well-known  fact  that  college  students  in¬ 
jured  in  the  sports  certainly  develop  psychoneuroses  very  seldom, 
unless,  as  in  the  case  of  the  poorer  players,  it  serves  as  a  more 
flattering  reason  than  the  true  one  why  they  were  dropped  from 
the  team.  Many  employes,  however,  have  no  latent  diseases.  Cul- 
pin  found  that  the  majority  of  the  soldiers  who  developed  war 
hysteria,  had  manifested  psychoneurotic  trends  before  enlistment, 
but  posttraumatic  occupational  neurasthenia  often  seems  to  de¬ 
velop  in  men  previously  without  psychoneurotic  taint  or  physical 
disease,  and  they  gain  a  perfect  cure  only  after  satisfactory  pecuni¬ 
ary  adjustment  has  been  made.  These  men  are  not  malingerers; 
the  most  of  them  are  honest  in  the  description  of  their  symptoms 
and  of  their  disabilities. 

In  connection  with  every  occupational  injury  there  arises  some 
mental  state,  the  degree  of  which,  in  general,  is  in  an  inverse  ratio 
to  the  severity  of  the  trauma.  It  may  be  only  a  momentary  feeling 
of  anger;  it  may  be  a  profound  psychoneuroses.  The  character 
of  the  psychic  reaction  is  not  in  any  way  dependent  upon  the  nature 
of  the  accident,  but  is,  on  the  circumstances  under  which  it  oc¬ 
curred,  on  the  mental  make-up  of  the  patient,  and  on  his  attitude 
toward  his  work.  The  symptoms  which  most  frequently  develop 
are  weakness,  tremors,  anesthesias,  pains,  innumerable  subjective 
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complaints,  anxiety  phenomena  and  defense  reaction  phenomena. 

Anxiety  based  on  fear,  and  leading  even  to  chronic  invalidism, 
also  may  arise  among  industrial  workers  following  the  discovery 
of  an  occasional  trace  of  albumen  in  the  urine  of  one  who  fears 
nephritis  due  to  his  employment.  Also,  anxiety  lest  a  slight  head 
injury  lead  to  insanity  is  not  uncommon.  The  fear  of  using  an 
injured  part,  e.g.,  a  joint,  too  soon  after  the  accident  may  lead  to 
a  neurasthenic  state.  The  patient  with  the  last-mentioned  condi¬ 
tion  continues  his  inactivity;  the  joint  stiffens;  the  muscles  of  the 
leg  and  foot  atrophy;  osteoporosis  of  the  bones  of  the  foot  and 
ankle  develops.  Most  of  the  so-called  “hysterical”  joints  also  are 
thus  to  be  explained. 

Industrial  trauma  sustained  under  horrifying  circumstances  may 
result  in  fear  psychoneuroses,  provided  the  patient’s  mental  make-up 
is  such  that,  instead  of  being  thankful  that  he  escaped  with  none 
or  only  a  minor  injury,  he  continues  to  dwell  on  the  terrible  cir¬ 
cumstances  attending  the  accident.  This  is  the  type  described  by 
Stierlin  (page  308). 

The  treatment  of  such  anxiety  states  is  to  reason  with  the 
patient  in  the  hope  of  dispelling  his  fears.  If  a  question  of  com¬ 
pensation  or  damages  is  still  pending,  the  sooner  this  is  settled  the 
earlier  will  be  the  cure. 

The  defense  reaction  type  of  posttraumatic  neurasthenia, 

that  is,  the  development  of  so-called  self-serving  defense  reactions, 
is  a  form  of  hysteria  common  among  those  whose  employment  is 
uncongenial.22  To  them,  an  injury  that  allows  them  to  stop  work 
for  a  few  days  brings  the  relief  for  which  they  have  long  been 
hoping,  and  subconsciously  they  make  the  most  of  it  by  becoming 
an  invalid.  The  syndromes  which  these  patients  present  contain 
many  unrelated  subjective  symptoms  and  complaints.  If  these  pa¬ 
tients  are  made  to  feel  that  the  doctor  really  desires  to  help  them, 
they  will  frequently  confess,  or  will  at  least  betray,  the  aversion 
involved  in  their  work.  After  that,  the  physician  can  either  aid 
the  patient  to  change  his  work  to  other  more  congenial,  or  can  assist 
him  by  means  of  encouragement,  advice,  and  the  aid  of  a  cash 
settlement,  to  make  the  best  of  his  lot. 

Revenge  may  unconsciously  serve  as  the  basis  of  self-serving 
defense  reactions.  Such  are  apt  to  be  particularly  severe  in  those 
cases  in  which  the  injury  was  the  result  of  the  carelessness  of  an¬ 
other  person,  or  when  enmity  exists  between  the  injured  person 
and  the  one  responsible,  or  when  the  injured  person  is  so  related 
to  the  one  causing  the  injury  that  it  is  impossible  for  him  to  claim 
damage.  Any  accident  that  makes  a  person  feel  inferior  or  humili- 
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ated,  as  one  due  to  his  own  clumsiness  or  error,  may  be  the  starting 
point  for  a  defense-reaction  neurasthenia.  Again,  an  injury  which 
prevents  a  person  from  carrying  out  cherished  plans  may,  in  the 
introspective  or  self-centered  person,  cause  such  self-pity  that  he 
develops  a  defense  reaction  as  a  means  of  lifting  him  out  of  his 
inferior  state.  In  the  development  of  these  conditions,  the  patient 
confuses  the  cause  and  effect  of  the  psychoneurosis. 

It  often  happens  that  after  an  injury  the  patient  first  becomes 
truly  cognizant  of  the  existence  of  some  latent  chronic  organic 
disease.  Such  is  a  frequent  cause  for  controversy  in  compensation 
cases  and  personal  injury  claims,  and  the  patient  making  them  may 
be  perfectly  honest  in  his  belief  that  the  injury  either  caused  or 
aggravated  his  illness.  For  illustration,  a  man  with  chronic  cardio¬ 
vascular  disease  often  continues  his  work  in  spite  of  mild  symp¬ 
toms,  which  he  ignores,  until  a  slight  injury  requires  rest  for  a 
few  days  or  weeks.  During  this  period  of  enforced  inactivity  he 
pays  interested  attention  to  his  symptoms  previously  present,  and 
concludes  that  the  injury  is  the  cause  of  all  of  his  disability  (page 
310).  More  serious  conditions,  such  as  apoplectic  strokes,  rup¬ 
tured  aneurysms,  ruptured  gastric  ulcers,  kidney  colic,  which  occur 
coincident  with  or  immediately  following  a  trivial  injury,  receive 
a  like  explanation.  In  most  of  such  cases  the  lack  of  actual  con¬ 
nection  between  the  injury  and  the  disease  can  be  satisfactorily  ex¬ 
plained  to  the  patient,  but  when  there  is  the  opportunity  to  cap¬ 
italize  such  a  coincidence  in  a  damage  or  compensation  suit  it  is 
very  difficult  or  even  impossible  to  convince  him  that  “post  hoc” 
is  not  “propter  hoc.” 

The  great  number  of  the  psychoneuroses  which  developed  dur¬ 
ing,  but  especially  after,  the  Great  War  received  their  explanation 
in  the  dole  in  England  and  the  Veteran’s  Aid  in  America.  It  has 
become  only  too  evident  that  the  possibility  of  obtaining  compensa¬ 
tion,  the  amount  desired,  and  the  amounts  which  other  persons 
known  to  the  patient  are  receiving,  are  factors  important  in  deter¬ 
mining  the  incidence  and  the  severity  of  these  cases.  It  is  said  that 
in  those  countries  which  allow  no  such  compensation  these  psycho¬ 
neuroses  are  uncommon.  In  like  manner,  the  passage  of  em¬ 
ployers’  liability  laws  has  increased  greatly  the  incidence  of  the 
occupational  psychoneuroses. 

FEMINISM :  THE  MASCULINE  PROTEST 

The  modern  feminist  movement,  one  result  of  the  entrance  of 
American  women  into  active  competition  with  men  in  practically 
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every  sphere  of  professional,  political,  and  industrial  life,  has  un¬ 
consciously,  yet  inevitably,  aroused  the  so-called  masculine  protest 
which,  while  perhaps  not  primitive  and  biological,  may,  neverthe¬ 
less,  explain  no  small  number  of  the  cases  of  neurasthenia  so 
numerous  to-day  among  otherwise  normal  women.  Indirectly, 
also,  the  feminist  movement  has  aroused  this  same  trend  among 
many  of  those  women  who,  bound  by  ties  of  home  and  children, 
are  prevented,  and  often  with  resentment,  from  entering  into  the 
wider,  freer  life  of  their  unmarried  sisters.  Since  not  all,  or  even 
many,  of  the  now  so  independent  women  possess  either  the 
strength  or  the  natural  endowment  sufficient  to  fill  successfully  the 
fields  they  have  entered  so  precipitously,  neurasthenic  reactions, 
headaches,  backaches,  but  especially  gastro-intestinal  and  pelvic  dis¬ 
turbances,  offer  the  most  natural  avenues  of  escape  with  credit 
from  possible  failure.  Many  women  sorely  need  medical  advice 
both  before  entering  business  and  professional  fields,  as  well  as 
later,  when  the  strain  of  their  work  is  beginning  to  take  its  toll. 
Such  advice  is  needed  by  women  much  more  than  by  men,  because 
of  their  greater  conscientiousness  in  matters  of  detail,  their  greater 
tendency  to  carry  the  worries  of  their  day’s  work  home  with  them, 
their  greater  likelihood  to  combine  their  business  activities  with 
home  duties,  the  more  exacting  character  they  give  even  to  their 
recreations,  and  their  great  tendency  to  engage  in  additional  seri¬ 
ous  social,  educational  or  religious  work. 

Women  in  the  competitive  fields  should  have  definite  and  many 
hours  of  rest;  should  have  regular  meals  (the  noon  lunches  of 
many  business  women  are  often  ridiculously  “light”)  ;  should  take 
real  vacations ;  and  should  fortify  themselves  by  tonics,  such  as  cod 
liver  oil,  iron  preparations,  etc.  They,  more  than  men,  should 
arrange  for  periodic  physical  examinations. 

The  most  marked  cases  of  masculine  protest  which  we  have  seen, 
however,  have  been,  not  in  women  in  the  professional  and  indus¬ 
trial  fields,  but  in  the  daughters  of  mothers  who  shared  a  strong 
Oedipus  complex  with  their  sons,  and  who,  therefore,  raised  their 
daughters  with  unusual  severity.  The  latter,  in  turn,  when  they 
marry,  are  unconsciously  resentful  of  the  male  sex  and  are  deter¬ 
mined  not  only  to  be  the  ruler  of  their  own  household  but  also  to 
dictate  even  the  minor  points  of  their  husbands’  public  affairs.  We 
have  observed  the  husbands  of  groups  of  sisters,  all  of  whom 
married  men  of  better  than  average  promise,  but  each  of  whom, 
twenty  years  later,  had  proven  a  failure — too  high  a  percentage  to 
be  explained  by  chance.  Such  wives,  when  other  means  of  con¬ 
trolling  their  husbands  fail,  resort  to  neurasthenic  reactions,  with 
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headache,  backache,  and  all  sorts  of  visceral  dysfunctions.  If  of 
weaker  fiber,  they,  with  the  same  end  in  view,  resort  to  hysterical 
states.  They  are  good  mothers  in  the  sense  that  they  give  their 
children  every  attention;  but  often  this  is  too  much.  They  rule 
them  with  an  iron  hand,  which  may  be  excellent  while  the  latter 
are  young,  but  is  harmful  after  these  have  passed  puberty;  for 
then  children  are  more  in  need  of  indirect  guidance  and  of  com¬ 
panionship,  and  resent  tyranny. 

The  treatment  in  these  cases  is  very  difficult,  since  the  con¬ 
fidence  of  the  wife,  based  on  complexes  concealed  to  her,  that  her 
ability  and  judgment  are  superior  to  that  of  her  husband,  admits 
of  no  question.  Any  compromise  she  might  make,  therefore, 
would  seem  to  inflict  injury  on  her  personality;  she  “knows”  that 
she  is  right.  Nevertheless,  frank  advice  by  a  wise  physician  con¬ 
cerning  the  origin  and  quality  of  her  reactions  is  likely  in  the  long 
run  to  have  some  beneficial  results.  A  similar  condition  is  very 
common  in  men  also,  although  society  in  the  past  has  accepted  the 
opinion  that  the  husband  and  father  is  the  ruler  of  the  household. 

The  feminist  movement  in  its  present  form,  however,  is  so  new 
in  America  that  it  would  be  folly  to  predict  what  trends  the  next 
generation  of  women  will  develop.  In  the  married  life,  the  often 
emphasized  “fifty-fifty  life  partnership,”  but  with  both  interested 
in  similar  problems,  seems  more  or  less  a  myth.  In  those  mar¬ 
riages  which  succeed  best,  the  responsibilities  are  divided,  and  the 
wife’s  opinion  is  considered  final  only  in  matters  which  lie  within 
the  domestic  sphere.  The  married  life  of  those  who  both  are  in 
public  life,  or  who  both  run  the  house,  often  is  not  successful.  In 
the  business  world,  the  woman  would  seem  less  willing  than  the 
man  to  accept  decisions  from  employers  contrary  to  her  already  ex¬ 
pressed  opinion.  She  seems  more  often  to  take  this  as  a  personal 
affront,  with  psychoneurotic  reactions  often  the  result.  Further 
training  under  the  new  conditions  which  now  meet  women  may 
correct  these  tendencies. 

Just  how  important  is  the  absolute  surrender  of  all  of  the 
mother’s  interest  and  energies  to  the  care  and  training  of  her  chil¬ 
dren  is  a  difficult  question  to  decide.  The  average  American  child 
of  the  modern  well-educated  mother  who  takes  her  maternal  re¬ 
sponsibilities  seriously  gets  far  too  much  attention  and  often  with 
unfortunate  results.  It  is  not  the  child  who  needs  the  new  train¬ 
ing  in  psychology;  it  is  the  parents.  If  the  present  social  move¬ 
ments,  in  combination  with  the  general  education  of  adults  in 
matters  of  physical  and  mental  hygiene,  result  in  homes  character¬ 
ized  by  better  self-control  on  the  part  of  the  adults,  by  greater 
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sympathy,  forbearance  and  justice  in  their  dealings  with  each 
other,  if  parents  will  themselves  observe  rigidly  the  rules,  taboos, 
and  ideals  which  they  set  up  for  their  children,  the  latter,  as  a  rule, 
will  “just  naturally  grow  up  right.” 
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CHAPTER  XXIV 


PSYCHASTHENIA:  OCCULT  ANXIETY: 

INFANTILE  EMOTIONALISM 

Under  the  term  “psychasthenia,”  many  psychiatrists  include  not 
only  the  cases  thus  designated  first  by  Janet,  but  also  the  most 
of  those  formerly  termed  “neurasthenia.”  Buzzard  uses  it  only 
in  one  group  of  cases,  those  with  “constitutional  psychasthenia,” 
which  he  describes  as  a  congenital  and  extreme  obsessional  state. 
More  have  abandoned  both  terms  for  the  more  general  one,  “the 
psychoneuroses,”  and  designate  the  subgroups  of  these  according 
to  their  most  conspicuous  feature ;  therefore,  as  “anxiety  neurosis,” 
“obsessive-ruminative  psychoneurosis,”  “obsessive-compulsive  psy¬ 
choneurosis,”  etc.  One  objection  to  this  is  that,  although  in  a 
given  case  one  of  these  trends  may  for  a  time  be  evident,  yet 
sooner  or  later  others  also  will  appear,  for  it  is  a  general  rule  that 
psychasthenic  symptoms  never  occur  singly. 

The  custom  of  some  physicians  to  call  “neurasthenic”  those  psy¬ 
choneurotic  conditions  with  physical  symptoms  only,  and  “psychas¬ 
thenic”  those  which  suggest  psychic  troubles,  is  illogical,  since  the 
majority  of  mild  psychasthenics  who  consult  general  practitioners 
complain  of  physical  dysfunctions  only,  while  many  a  neurasthenic 
consults  a  psychiatrist  because  of  his  fear  of  some  mental  disease. 
Nevertheless,  to  include  in  one  group  all  neurasthenics  and  psy¬ 
chasthenics,  the  internist  cannot ;  for  although  it  is  true  that  all  of 
the  features  of  neurasthenia  are  present,  and  in  exaggerated  form, 
in  psychasthenia  also,  yet  the  latter  is  a  much  more  complex  syn¬ 
drome,  and  the  clinical  course,  prognosis  and  treatment  of  these 
two  psychoneuroses  differ  widely. 

Psychasthenia  may  be  defined  as  a  life-long  condition  charac¬ 
terized  by  the  persistence  in  adult  life  of  the  anxiety  trends  normal 
to  childhood  (aboulia  and  various  anxiety  states,  including  phobias, 
compulsions,  obsessions,  etc.),  which  becomes  evident  at  least  by 
puberty  and  reaches  its  extreme  grades  in  those  with  introvert 
mental  pattern  (page  3). 

One  present-day  tendency  is  to  consider  the  various  syndromes  we 
now  are  to  discuss  under  the  title  “psychasthenia”  as  several  dif¬ 
ferent  conditions  (i.e.,  the  anxiety  psychoneurosis;  the  obsessive- 
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ruminative  psychoneurosis,  the  obsessive-compulsive  psychoneu¬ 
rosis,  etc.),  which  may  be  little  related,  but  all  of  which  depend 
on  some  inherited  constitutional  predisposition.  To  the  first  of 
these  propositions  we  cannot  agree,  since  few  psychasthenics  fail 
during  their  life  to  show  evidences  of  two  or  all  of  these  syn¬ 
dromes;  also,  all  of  them  can  be  explained  as  expressions  of  oc¬ 
cult  anxiety.  A  congenital  defect  may  be  present ;  and  yet,  as  men¬ 
tioned  on  page  259,  all  of  the  emotional  trends  mentioned  above, 
while  pathological  to  the  adult,  are  quite  normal  to  childhood,  but 
for  some  reason  or  other  would  seem  to  have  failed  in  their  normal 
evolution  to  their  adult  forms  and  so  remain  infantile  throughout 
life.  In  other  words,  the  psychasthenic  adult  is  an  individual  who, 
emotionally,  “has  never  grown  up  and  never  will.”  While  a  con¬ 
genital  predisposition  may  be  an  easy  explanation  for  such  failure 
of  evolution  (page  231),  it  does  not  explain  the  characteristics  of 
the  resulting  psychoneurosis.  And,  finally,  while  such  constitu¬ 
tional  defect,  if  present,  may  be  inherited  (and  the  evidence  given 
by  the  family  histories  of  these  patients  certainly  would  seem  to 
justify  that  opinion),  nevertheless,  the  social  environment  main¬ 
tained,  generation  after  generation,  in  the  families  of  psychasthen¬ 
ics  might  well  create  anew  the  same  problem  for  each  child. 

Anxiety  Trends. — Anxiety  trends  are  a  normal  part  of  child 
psychology.  All  normal  adults  also  with  introvert  tendencies  may, 
occasionally,  when  fear  is  thoroughly  justified,  develop  marked 
temporary  anxiety  trends ;  these  latter  are  integral  parts  of  the 
neurasthenic  and  hysterical  syndromes;  but  the  psychasthenic, 
from  childhood  on,  continuously  is  more  or  less  a  sufferer. 
Unlike  the  neurasthenic  patient,  his  complexes  do  not  seem  to 
originate  in  the  conscious  intellectual  sphere,  but  to  have  their 
roots  deep  in  his  instinctive  emotional  life.  If  his  condition  is 
mild,  his  symptoms  may  suggest  some  physical  disease,  which  often 
he  devoutly  hopes  he  has  (e.g.,  a  “hidden  goiter”)  to  justify  his 
suffering ;  if  severe,  but  improving  under  treatment,  as  his  anxiety 
states,  obsessions,  compulsions,  etc.,  lessen,  certain  physical  symp¬ 
toms,  as  ventricular  extrasystoles,  bladder  disturbances,  etc.,  may 
appear.  Often,  he  resembles  closely  the  average  neurasthenic ;  but 
his  syndrome,  unless  he  is  young,  always  contains  elements  which 
seem  out  of  place  in  the  present  picture,  and  his  past  history  will 
disclose  that  previously  he  has  suffered  from  states  which  are  the 
equivalent  of,  although  apparently  unrelated  to,  the  present.  While 
the  neurasthenic  may  be,  often  is,  a  splendid  success  in  life,  the 
psychasthenic,  on  the  other  hand,  unable  to  make  firm  decisions, 
dominated,  inhibited,  even  paralyzed,  by  “phobias”  which  he  knows 
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are  foolish,  blocked  by  obsessions,  and  driven  by  imperative  ideas 
to  compulsions  which  he  may  loathe  but  cannot,  without  anguish, 
resist,  finds  life  full  of  conflicts,  never  free,  easy,  or  happy.  Him, 
his  “emotional  pattern,,  even  tends  to  defeat  in  his  business  and 
social  careers. 

Aboulia,  or  the  inability  to  make  clean-cut  decisions  and  to 
abide  by  them  (the  folie  de  doute),  a  feature  common  in  young 
normal  children,  is  probably  the  most  constant  feature  of  psychas- 
thenia  and  possibly  the  primary  element  in  the  development  of  all 
of  its  other  trends.  Some  patients  seem  to  suffer  from  aboulia 
alone.  They  have  great  difficulty  in  making  even  trivial  decisions, 
and  whatever  choice  they  make  is,  they  feel,  wrong.  As  a  result 
they  go  through  life  either  as  pitiful  weaklings,  or,  because  of 
overcompensation,  as  tyrants  who  accuse  the  family  of  neglecting 
them,  and  who  insist  that  all  final  decisions  be  left  to  them,  re¬ 
gardless  of  how  delayed  or  unsatisfactory  theirs  may  be. 

Aboulia,  however,  is  not  always  primary — it  may  be  secondary 
to  a  justified  anxiety  which  involves  moral  or  social  hazards.  In 
such  cases,  it  is  not  aboulia,  but  fear,  which  immediately  prevents 
the  making  of  decisions. 

FEAR  AND  ANXIETY 

Since  anxiety  states  are  so  often  spoken  of  as  characteristic  of 
psychasthenia,  these,  although  common  to  all  the  other  psycho¬ 
neuroses  also,  deserve  careful  consideration. 

Fear  is  a  primitive,  instinctive,  but  normally  a  transitory,  pro¬ 
tective  emotion ;  but  fear  which  is  unrelieved,  and  therefore  long- 
continued,  produces  a  persisting  state  of  anxious  expectation,  ac¬ 
companied  by  all  the  various  physiological  somatic  and  visceral 
reactions  (page  290)  which  belong  to  this  primitive  instinct. 
While  fear  reactions  are  life-saving  to  the  animal,  and  probably 
to  primitive  man,  yet  in  them  they  are  very  brief,  lasting  for  but  a 
few  moments ;  but  for  civilized  man,  for  whom  they  have  no  value, 
they,  with  their  visceral  reactions  practically  unmodified,  may  con¬ 
tinue  for  years  (page  321).  Since  continuous,  they  tend  to 
lead,  first,  to  autonomic  hyperirritability,  producing  organ  dys¬ 
functions  which  become  habitual,  and,  finally,  to  tissue  changes. 
Since  useless,  the  sensations  they  arouse  are  also  unintelligible, 
therefore  worrying ;  and  unless  well  controlled  by  the  cortex,  they 
of  themselves,  and  especially  in  introspective  persons,  give  rise  to 
further  anxiety. 

While  the  fears  of  primitive  man  doubtless,  for  the  most  part, 
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were  aroused  by  external  stimuli,  the  majority  of  those  of  civilized 
man  are  stimulated  by  his  ideas,  based  on  his  experience  or  his 
philosophy;  and  the  ability  of  these  ideas  to  give  rise  to  anxiety 
depends  not  at  all  on  how  incorrectly  interpreted  is  the  former,  or 
how  false,  the  latter.  Nevertheless,  in  direct  proportion  as  anxiety 
states  can  arise  which  are  based  on  fears  which  the  patient’s  better 
judgment  condemns,  is  the  patient  psychasthenic. 

Phobias. — Anxiety  states  primarily  dependent  on  ideas  which 
do  not  accord  with  the  patient’s  knowledge,  usually  take  the  form 
of  “phobias,”  a  term  which  includes  the  fear-object  (from  which 
the  phobia  gets  its  name)  and  the  anxiety  attack  which  this  arouses. 
The  fear-object  may  be  the  possibility  of  a  disease  (therefore 
“phthisophobia,”  “syphilophobia,”  etc.),  a  number  (thirteen),  an 
act  (the  use  of  the  left  hand),  a  situation  (as  an  open  square),  etc. ; 
and  the  suffering  produced  by  this  stimulus  is,  the  patient  realizes, 
out  of  all  proportion  to  any  danger  of  which  he  is  conscious.  Nev¬ 
ertheless,  his  phobias,  he  can  neither  argue  nor  will  away.  As  a 
partial  compensation  he  may  develop  a  compulsion  which,  though 
in  itself  foolish,  does  give  relief,  as  is  proved  by  the  distress  which 
he  suffers  when  he  tries  to  resist  it. 

Some  phobias  may  be  evidence  of  inherited  architectonic  “set¬ 
ups”  in  our  nervous  system,  which  date  even  from  prehistoric 
times.  This  is  claimed  for  those  anxiety  states  produced  by  mice, 
snakes,  etc.  (We  are  not  at  all  unmindful  of  the  interpretation 
which  the  psychoanalysts  give  to  these  particular  fear-objects.) 
Others  may  follow  injury  to,  or  disease  of,  the  brain.  The  sudden 
appearance  of  one  such  phobia,  that  of  night,  in  a  person  previ¬ 
ously  not  at  all  psychoneurotic,  has,  we  feel,  an  important  value  in 
the  diagnosis  of  cerebral  thrombosis,  slight  brain  hemorrhages,  etc., 
and  especially  if  it  follows  a  brief  loss  of  consciousness  or  even  a 
sudden  attack  of  “faintness,”  followed  by  months  of  easy  mental 
fatigability. 

Some  patients  who  have  had  some  such  illness  become  restless  every  eve¬ 
ning  when  darkness  falls,  cannot  sleep,  continuously  sit  up  in  bed  giving 
every  evidence  of  anxiety,  demand  that  a  light  be  kept  in  the  room,  that 
some  one  stay  near  them,  that  the  window  shades  be  as  high  as  possible,  etc. 
When,  however,  the  first  gray  of  dawn  appears,  and  long  before  there  can 
be  any  perceptible  change  in  the  temperature  or  humidity  of  the  atmosphere, 
they  sink  back  on  the  bed  in  quiet  sleep.  This,  in  a  person  for  whom  it  is  a 
new  symptom,  suggests  that  a  brain  lesion,  by  suddenly  eliminating  some  of 
the  gains  of  civilization,  has  uncovered  an  inheritance  from  man’s  cave  life, 
when  every  night,  because  of  beasts  of  prey,  must  have  been  a  time  of  abject 
terror,  and  every  sunrise  must  have  brought  relief. 

Even  in  historic  periods,  as  during  the  Dark  Ages,  when  igno¬ 
rance  and  superstition  prevailed,  normal  men  may  well  have  had 
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“phobias”  of  earthquakes,  of  eclipses  of  the  sun,  etc.  To-day, 
however,  among  educated  peoples  such  anxiety  states  would  be 
abnormal.  Two  men,  walking  together,  see  a  black  cat  crossing 
their  path.  The  one  smiles  and  forgets  it;  the  other  changes  all 
his  plans  for  the  rest  of  that  day.  To  the  degree  to  which  the 
general  efficiency  of  the  latter  man  is  temporarily  reduced  by  that 
incident,  is  he  psychasthenic. 

Doubtless  most  normal  persons  have  some  “superstitions”  (com¬ 
pulsions  based  on  phobias),  some  of  them  possibly  “inherited,” 
that  is,  a  part  of  their  “collective  unconscious,”  but  more  of  them 
based  on  the  stories  told  them  when  children.  These,  they  may 
not  confess  even  to  themselves,  since  by  overcompensation  they 
may  have  rendered  them  ineffectual  (page  208).  This,  the  per¬ 
son  whose  psychasthenic  trends  transcend  normal,  seems  unable 
to  do.  In  him,  a  fear  soon  becomes  paralyzing.  A  normal  man 
may  hesitate  before  he  starts  to  cross  a  busy  street,  but  he  quickly 
pulls  himself  together  and  plunges  ahead.  The  marked  psychas¬ 
thenic,  on  the  other  hand,  even  when  the  street  is  empty,  stands 
still  and  becomes  pale ;  his  knees  shake ;  he  breaks  out  into  a  sweat ; 
he  may  even  vomit ;  he  acts  like  a  man  in  the  face  of  great  danger. 
How  effectually  the  normal  man  can  overcome  a  well- justified,  par¬ 
alyzing  agoraphobia  is  illustrated  by  the  case  of  the  soldier  dec¬ 
orated  during  the  Great  War  for  outstanding  bravery,  who  con¬ 
fessed  that  just  before  he  started  across  no  man’s  land  for  the 
engagement  in  which  he  played  his  part  so  well,  he  was  so  fright¬ 
ened  that  he  defecated  into  his  uniform. 

Some  psychasthenics  are  rendered  helpless  by  their  phthisio- 
phobia,  coughing  frequently  and  daily  sending  their  sputum  to  the 
laboratory  for  examination ;  others,  with  syphilophobia,  repeatedly 
have  the  Wassermann  test  applied  to  their  blood ;  some  fear  in¬ 
sanity  ;  some  have  taphophobia ;  others,  claustrophobia,  mono¬ 
phobia,  etc.  Indeed,  there  is  no  limit  to  the  variety  of  phobias 
which  even  the  same  patient  may  develop. 

The  internist  is  tempted  to  assume  for  some  of  these  phobias  a 
physical  basis  (as  an  eyestrain  element  in  agoraphobia,  a  nasal  ele¬ 
ment  in  claustrophobia,  and  in  others  a  slight  cerebral  hemorrhage 
in  a  silent  area,  etc.)  ;  the  psychiatrist,  a  repressed  complex;  the 
physiologist,  a  conditioned  reflex.  Each  occasionally  succeeds. 
Nevertheless,  a  phobia  is  never  merely  one  or  the  other  of  these. 
Of  some  phobias  we  can  with  some  success  determine  the  origin. 
For  example,  that  of  the  woman  who,  because  of  some  startling 
experience  of  childhood,  “cannot  endure”  (i.e.,  suffers  an  anxiety 
state  on  account  of)  the  proximity  of  a  cat;  and  that  of  the  man 
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who,  when  a  child  two  years  old,  was  injured  at  a  Fourth  of  July 
celebration  by  a  rocket  which,  lighted  by  accident,  shot  along  the 
ground,  and  who  to-day  ‘‘cannot  endure”  the  sight  of  even  a  child’s 
toy  pistol.  Such  might  be  called  conditioned  reflexes,  yet  the  emo¬ 
tional  element  is  still  more  important.  Such  phobias  persons  other¬ 
wise  normal  may  have,  although  the  majority  by  overcompensations 
save  themselves  much  suffering.  Of  others,  the  causes  are  much 
more  doubtful.  While  mental  exploration  may  uncover  some  pre¬ 
viously  forgotten  incident  of  childhood  which  adults  also  then 
present  might  agree  was  “startling,”  yet  more  often  such  examina¬ 
tion  reveals  some  common  incident  of  childhood  (although  even 
these  when  first  experienced  might  startle  a  child)  which  perhaps 
served  as  a  fixation  point  for  anxiety  previously  aroused  (page 
260). 

For  the  interpretation  of  most  phobias,  however,  and  for  all 
anxiety  states  without  known  stimuli,  we  must  trust  the  psycho¬ 
analyst  (page  342).  We  would  suggest,  however,  that  if,  as 
he  claims,  those  unusual  experiences  of  childhood  which  the  pa¬ 
tients,  without  the  aid  of  psychoanalysis,  feel  undoubtedly  were 
the  starting  point  of  their  phobias  are  not  the  correct  ones,  and 
that  we  must  seek  some  other  which  was  earlier  but  common  to  all 
children  (as  birth,  weaning,  etc.),  then  a  better  explanation  of 
anxiety  might  well  be  some  congenital  inferiority  which  easily 
makes  permanent  the  anxiety  trends  normal  to  childhood.  On  one 
point,  however,  there  seems  to  be  agreement :  that  each  and  every 
positive  experience  of  early  childhood  which  actually  does  arouse 
great  anxiety  leaves  its  mark  on  the  person’s  whole  life,  predis¬ 
posing  him  to  later  attacks  of  fear,  the  cause  for  which  otherwise 
would  be  quite  inadequate.  Many  children  thus  injured,  however, 
escape  phobias  by  the  overcompensations  they  make ;  some  become 
egotistic  and  self-assertive;  others  seek  protection  through  great 
obedience. 

One  case  in  point  may  illustrate  this.  A  child  two  years  old  was  badly 
frightened  one  night  by  her  brother  who  crept  under  her  bed  and,  waiting 
until  she  was  almost  asleep,  agitated  the  mattress  from  below  and  “made  a 
noise  like  a  bear.”  That  girl  grew  up  very  egotistic  and  self-assertive,  with 
anxiety  attacks  whenever  any  plan  of  hers  was  vetoed  by  her  mother ;  yet, 
like  a  child,  she  was  at  once  satisfied  if  any  other  privilege  was  quickly 
granted  her,  no  matter  how  slight  or  how  different  from  her  original  re¬ 
quest.  Such  a  process,  we  feel,  explains  why  some  children  tease  so  insist¬ 
ently  for  what  they  can  scarcely  consider  as  very  desirable. 

Anxiety  independent  of  any  known  cause  appears  under  a 
great  variety  of  conditions.  In  previously  normal  persons,  it  de¬ 
velops  after  a  long  series  of  anxious  reactions  to  financial,  busi- 
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ness,  domestic,  or  sexual  difficulties ;  it  is  a  not  uncommon  symp¬ 
tom  of  hyperthyroidism  and  may  much  affect  its  recoverability ;  in 
hysteria,  it  often  is  the  primary  condition,  later  to  disappear  when 
by  conversion  a  vicarious  physical  picture  appears  to  take  its  place  ; 
it  often  associates  itself  with  psychic  depression,  and  may  lead  to 
suicide;  it  is  often  seen  in  dementia  praecox  and  various  other 
psychoses,  as  delirium  tremens. 

The  psychasthenic  patient  especially  suffers  from  all  varieties  of 
fear  phenomena,  including  phobias,  but  also  from  other  anxiety 
states,  some  with  known,  and  others  with  unknown,  stimuli.  For 
each  fear  of  the  neurasthenic  there  is  an  intellectual  background ; 
but  the  anxiety  of  the  psychasthenic  would  seem  to  belong  pri¬ 
marily  within  the  emotional  sphere,  although  the  intellectual  con¬ 
tent  of  a  phobia  may  for  him  be  the  stimulus  for  secondary  anxi¬ 
eties.  In  him,  apprehension  seems  ever  both  to  lie  in  wait  for 
some  fear-object,  which  any  accident  may  provide,  and  to  offer 
free  bonds  of  linkage  for  any  chance  physical  sensation  acciden¬ 
tally  experienced,  which  thereafter  may  appear  as  an  integral  part 
of  the  resulting  emotional  state. 

Anxiety  states  are  not  '‘clinical  entities,”  as  formerly  was  be¬ 
lieved;  therefore  such  terms  as  “anxiety  neurosis”  (page  324)  and 
“anxiety  hysteria”  (page  324)  are  no  longer  used.  They  are  dy¬ 
namic  manifestations  of  defectively  integrated  personality  in  ac¬ 
tion,  struggling,  consciously  or  unconsciously  but  always  persist¬ 
ently  although  uselessly  and  harmfully,  either  with  some  intel¬ 
lectual  problem  which  may,  or  may  not,  be  in  consciousness,  or  be¬ 
cause  of  an  unfortunate  anxiety  trend  ever  ready  to  assert  itself. 

Anxiety  states,  if  long  continued  or  frequently  repeated,  always 
lead  to  chronic  hyperirritability,  and  therefore  to  hyperexcitability, 
of  the  nervous  mechanisms  involved  (the  Freudians  speak  of  this 
as  “the  undue  accumulation  of  irritability,”  or  the  “inability  to  tol¬ 
erate  such  accumulation”).  Such  hyperexcitability,  in  turn,  leads 
to  stronger  and  more  diffuse  reactions  for  which  pseudo-explana¬ 
tory  ideas  must  be  supplied,  which  themselves  are  capable  of  arous¬ 
ing  anxiety.  Thus  arises  the  vicious  circle  so  potent  in  the  pro¬ 
duction  of  psychoneurotic  states.  One  manifestation  of  the  above- 
mentioned  pathological  hyperirritability  is  hyperasthesia  of  the 
common  and  special  senses.  That  of  the  sense  of  taste  may  ex¬ 
plain  some  food  idiosyncrasies  often  ascribed  to  allergy;  that  of 
sound,  some  cases  of  insomnia  due  to  noises  which  others  cannot 
hear ;  that  of  the  visceral  sensory  mechanisms,  many  severe  pains 
induced  by  the  normal  functioning  of  normal  organs. 
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Among  the  common  physical  symptoms  and  signs  which 
accompany  the  morbid  anxiety  of  all  continuous  anxiety  states, 
are  pallor ;  ‘‘vertigo/’  an  uncomfortable  feeling  that  the  ground  is 
rocking,  that  the  legs  are  heavy  and  wobbling,  but  which  never 
leads  to  a  faint  or  a  fall ;  and  various  dysfunctions  of  the  gastro¬ 
intestinal,  cardiac,  and  respiratory  systems. 

In  psychasthenia,  anxiety  states  without  known  stimuli,  and  ac¬ 
companied  by  all  the  somatic  and  visceral  reactions  belonging  to 
fear  reactions  as  such,  may  continue  indefinitely  in  consciousness. 
If  so,  they,  while  fairly  continuous,  will  be  much  modified  by  the 
events  of  daily  life;  they  may  show  acute  exacerbations  indepen¬ 
dent  of  any  known  cause;  or  they  may  run  a  definitely  periodic, 
wave-like  course,  first  increasing  and  then  decreasing  in  intensity 
(page  406),  and  for  a  while  even  disappearing  spontaneously,  in 
this  respect  resembling  the  effect  oscillations  of  the  manic-depres¬ 
sive  psychosis.  In  such  cases,  the  anxiety  can,  in  some  degree,  be 
controlled  by  psychotherapy,  by  changes  in  environment,  etc. ; 
nevertheless,  between  his  attacks,  the  patient  is  never  quite  free 
from  psychoneurotic  manifestations. 

In  some  cases  the  continuing  anxiety  takes  the  form  of  anxious 
expectation,  the  patient  confidently  interpreting  each  trivial  occur¬ 
rence  of  life  in  terms  of  its  worst  possibility  (although  in  some 
cases  this  habit  is  not  so  much  an  exaggeration  of  normal  anxious¬ 
ness  as  it  is  a  true  compulsion  to  await  tragedy  (Culpin),  or  of 
overconscientiousness,  pedantry,  scrupulousness,  folie  de  doute, 
etc.). 

In  other  cases,  it  is  not  the  conscious  anxious  expectation,  but 
the  physical  symptoms  associated  with  it,  which  distress  the  pa¬ 
tient.  The  physical  syndromes  which  thus  arise  may  be  very  per¬ 
sistent  and  very  misleading,  since  they  suggest  organic  physical 
diseases.  They  are  very  hard  to  treat,  since  accentuated  by  the 
tendency  of  the  patient  to  pay  exaggerated  attention  to  each  detail 
of  his  symptomatology;  and  are  especially  so  if,  as  often  is  the 
case,  the  patient  uses  them  in  the  interest  of  some  unconscious  wish. 

In  chronic  anxiety  states  the  element  of  apprehension  may 
lie  in  the  background  scarcely  perceived,  and  the  patient  describes 
his  condition  as  one  of  purely  physical  “distress,”  a  feeling  of  ill¬ 
ness,  etc.  Digestive  dysfunctions  enter  little  into  these  states,  yet 
those  of  them  which  do  are  characteristic.  Among  them,  nausea, 
vomiting,  ravenous  hunger  and  diarrhea.  The  urge  to  micturate, 
also,  is  a  not  uncommon  symptom.  Others  are  represented  by 
paresthesias,  which  are  typically  changeable.  There  are  cases, 
however,  in  which  it  seems  almost  impossible  to  explain  such  at- 
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tacks  of  physical  distress  as  in  any  way  related  to  anxiety.  Again, 
the  apprehension  may  only  occasionally,  and  without  definite 
reason,  come  to  awareness  in  the  form  of  sudden,  brief,  acute 
anxiety  attacks.  These  may  take  the  form  of  a  sudden  wave  of 
anxiety  alone ;  or  of  anxiety  associated  with  its  most  natural  inter¬ 
pretation,  as  the  fear  that  a  stroke  has  happened,  or  that  death 
or  insanity  is  imminent ;  or  of  anxiety  association  with  some  phys¬ 
ical  symptom  similarly  related,  as  a  paresthesia,  a  sense  of  heat, 
a  vasomotor  crisis,  a  heart  attack,  some  disturbance  of  respiration, 
etc. 

The  cases  of  greatest  interest  to  the  internist,  however,  are  acute 
attacks,  devoid  of  all  feelings  of  anxiety,  which  are  represented 
only  by  some  associated  physical  symptom.  The  anxiety,  the  psy¬ 
chiatrists  say,  has  “quite  disappeared  by  a  process  of  conversion 
similar  to  that  seen  in  hysteria”  (page  364).  These  attacks,  the 
general  practitioner  treats  as  physical  diseases.  Among  them  are 
some  which  present  some  one  physical  symptom  only,  as  palpi¬ 
tation  with  transitory  arrhythmia ;  tachycardia ;  pseudo-angina  pec¬ 
toris  ;  nervous  dyspnea ;  asthma-like  attacks ;  sweating,  often  noc¬ 
turnal  ;  tremor  and  shuddering ;  ravenous  hunger ;  vomiting ;  sud¬ 
den  diarrhea;  attacks  of  congestion  (“vasomotor  neurasthenia”)  ; 
paresthesias,  etc.  Or  the  above  symptoms  may  appear  in  a  great 
variety  of  combinations :  as  a  “heart  attack”  with  difficult  breath¬ 
ing,  drenching  sweats,  and  ravenous  hunger ;  pavor  nocturnus,  the 
patient  awakening  suddenly  with  anxiety,  dyspnea  and  sweating. 

Crises  of  agitation,  or  “losing  one’s  head,”  one  should  not 
confuse  with  typical  anxiety  attacks.  The  former  are  seen  in 
many  normal  persons  when  in  conditions  of  great  emergency  and 
often  in  students  during  important  examinations.  But  their  most 
marked  forms  develop  in  overscrupulous  introverts,  who  feel  that 
a  decision  is  necessary,  but  what  ?  They  must  act,  but  can’t  decide 
what  to  do.  Therefore,  greatly  agitated,  they  continue  in  a  state 
of  hopeless  indecision.  These  crises,  however,  are  not  anxiety 
attacks,  since  the  emotional  tone  primarily  is  not  one  of  fear.  They 
really  are  obsessional  states.  The  patients  who  have  them  are  apt 
to  be  overconscientious,  often  develop  for  themselves  a  system  of 
ultramorality,  etc. 

At  this  point  may  be  mentioned  certain  features  which  psychas- 
thenia  and  hysteria  have  in  common.  Anxiety  sometimes  pre¬ 
cedes,  and  sometimes  follows,  typical  hysterical  states.  It  may 
indeed  underlie  all  of  them,  but  by  a  conversion  process  has  been 
disposed  of.  Psychasthenic  patients  also  occasionally  replace  their 
anxiety  by  the  results  of  some  autonomic  nervous  imbalance,  as 
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attacks  of  asthma,  but  their  mental  pattern  forbids  their  resorting 
to  this  device  often  or  very  successfully,  and  their  repression  sel¬ 
dom  is  into  the  unconscious  (in  the  Freudian  sense)  ;  it  is  merely 
a  displacement;  a  change  of  emphasis.  The  majority  of  the  phys¬ 
ical  symptoms  of  psychasthenia,  however,  are  not  products  of 
conversion  through  repression,  but  are  results  of  autonomic  im¬ 
balances  emotionally  produced.  Nevertheless,  they  are,  in  one 
sense,  conversion  phenomena,  since  the  patient  welcomes  them, 
hoping  that  they  indicate  some  organic  disease  the  proper  treat¬ 
ment  of  which  will  cure  the  much  greater  distress  attendant  on  his 
phobias,  compulsions,  etc. 

Various  explanations  have  been  given  for  anxiety  states.  Freud  at¬ 
tributed  them  to  frustrated  sexual  excitement  (his  “anxiety  neurosis”). 
Later,  he  separated  from  this  condition  his  “anxiety  hysteria,”  a  somewhat 
similar  condition,  but  one  in  which  conversion  had  produced  phobias,  etc. 
(page  318).  According  to  the  modern  psychoanalyst,  the  basis  of  each  true 
anxiety  state  is  always  in  the  sexual  life  and  always  in  the  present.  The 
“surplus  excitation,”  the  discrepancy  between  the  patient’s  excessive  sexual 
excitation  and  the  very  slight  sexual  satisfaction  which  he  can  obtain,  dif¬ 
fuses  itself  throughout  his  body  and  expresses  itself  either  physically,  as  by 
cardiac  palpitation,  tremors,  etc.,  or  mentally,  as  by  anxiety,  which  may  re¬ 
main  vague,  or,  as  often  is  the  case,  may  become  attached  to  some  chance 
idea.  One  objection  to  the  above  theory  is  that  severe  anxiety  so  often 
starts  at  an  age  long  before  there  is  sufficient  sexual  urge  to  fail  of  satis¬ 
faction. 

Hadfield 1  describes  anxiety  states  as  persisting  infantile  reactions.  During 
childhood,  he  says,  some  frightful  experience  (as  an  illness,  feelings  of  suf¬ 
focation,  brutal  treatment  from  a  cruel  nurse,  starvation,  isolation,  etc.) 
may  have  created  in  the  child  a  feeling  of  the  lack  of  protection.  Condi¬ 
tioned  reflexes  were  then  set  up,  after  which  all  situations  reminiscent  of 
this  early  event  tend  later  to  call  forth  its  exaggerated  responses  in  the  form 
of  overwhelming  dread. 

Anxiety  symptoms,  according  to  others,  express  a  conflict  between  the  un¬ 
conscious  idea  and  the  ego,  in  the  development  of  which  the  super-ego  (or 
conscience)  is  the  repressing  force.  When  the  patient  realizes  the  meaning 
of  his  symptoms  they  disappear,  unless  they  are  the  satisfaction  of  a  desire, 
in  which  case  he  capitalizes  his  anxiety,  uses  it  as  a  good  reason  for  his 
evasion  of  some  responsibility,  or  as  justifying  him  in  seeking  some  special 
consideration.  To  others,  the  anxiety  acts,  in  the  Adler  sense,  as  a  spur  to 
urge  them  on  in  their  strivings ;  excuses  their  every  failure ;  increases  their 
evaluation  of  themselves ;  acts  as  a  self-imposed  handicap,  enhancing  the 
value  of  all  that  they  actually  succeed  in  doing.  In  his  imagination,  such  a 
patient  is  always  testing  his  courage  to  succeed  in  spite  of  his  anxiety,  yet 
in  practical  life  he  never  does  measure  up  to  his  expectations. 

Henderson  and  Gillespie  2  think  that  anxiety  results  from  any  conflict  of 
individual  needs  with  reality,  and  that,  whatsoever  its  cause,  financial,  do¬ 
mestic  or  sexual,  it  may  either  diffuse  itself  generally  throughout  the  mind, 
or  focus  itself  on  any  one  special  topic.  The  topic  chosen  will  be  deter¬ 
mined  by  the  individual’s  past  history,  but  it  usually  is  one  which  in  itself 
apparently  has  little  emotional  value.  Such  displacement,  or  substitution, 
they  emphasize,  is  not  uncommon  in  everyday  life,  especially  in  normal  chil¬ 
dren  and  young  persons.  There  is  a  grievance;  the  child  is  sorry  for  him¬ 
self  ;  he  finds  an  ache  or  pain  easily  enough,  and  he  complains  about  it  either 
for  sympathy,  or  an  excuse  from  duty,  or  both.  The  adult,  especially  those 
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“nervously  predisposed,”  who  emotionally  “never  grow  up,”  does  much  the 
same.  This  process  of  substitution,  however,  is  not  far  removed  from  full 
consciousness.  Explain  it  to  the  patient  and  he  readily  admits  it. 

All  of  the  above  theories  may  explain  when  and  how  any  given  anxiety 
states  of  adults  may  appear ;  but  to  us  the  fundamental  reason  why  they  do 
appear  at  all  is  defective  personality  development  in  those  born  with  con¬ 
stitutional  inferiorities,  or  who  have  developed  these  in  infancy. 

THE  OBSESSIVE  AND  COMPULSIVE  STATES 

Obsessive  states  are  pathological  developments  characterized  by 
an  inner  drive,  whether  compulsive  or  inhibitory,  which  primarily 
affects  thought  and  secondarily  behavior.  Few  psychasthenics  fail 
to  show  them.  Among  the  obsessive  states,  Henderson  and  Gil¬ 
lespie  2  recognize  the  “obsessive-ruminative”  and  the  “obsessive- 
compulsive.”  These  differ  in  that  in  the  former  the  preoccupation 
(rumination)  does  not  issue  in  compulsive  acts,  while  in  the  latter 
it  does. 

All  psychasthenics  are  pronounced  introverts  (page  3),  they 
stand  exactly  at  the  opposite  pole  of  the  temperamental  scale  from 
markedly  hysterical  patients,  who,  since  extreme  extroverts,  get 
complete  relief  for  their  anxiety  through  behavior  which  furnishes 
a  satisfactory  alibi  from  all  personal  responsibility. 

Of  all  patients  belonging  to  the  psychasthenic  group,  the  ob¬ 
sessed  patient  suffers  most,  since  the  development  of  obsessive 
states  usually  is  evidence  of  excellent  intellectual  endowment. 
Other  obsessions,  and  these  include  the  hardest  to  treat,  apparently 
are  secondary  developments  of  phobias :  of  the  fear  of  a  disease, 
of  being  neglected,  or  a  multitude  of  others,  the  most  of  them  sug¬ 
gested  by  chance.  These  two  groups  of  obsessional  states,  those 
primary  and  with  rich  intellectual  content,  and  those  secondary, 
are  often  combined,  yet  in  their  origin  they  are  quite  different. 

The  characteristic  symptom  of  the  classical  obsessive-rumina¬ 
tive  state  is  the  patient’s  constant  preoccupation  with  some  rela¬ 
tively  unimportant  topic,  to  the  exclusion  of  all  other  interests. 
He  cannot  stop  speculating  on  even  the  most  useless  subjects ;  he 
cannot  banish  from  his  mind  a  verse  of  poetry,  a  bar  of  music,  or 
a  persisting  word.  They  torment  him.  If  this  word  happens  to 
be  a  profane  or  obscene  one,  he  feels  humiliated.  His  suffering 
results  from  his  realization  that  the  topic  which  so  preoccupies  him 
is  unworthy  of  any  attention,  and  yet  is  one  which,  because  of  his 
aboulia,  he  cannot  expel  as  a  pathological  intruder.  His  continu¬ 
ous  efforts  to  do  this  may  so  exclude  all  other  topics  from  his 
mind  that  he  even  loses  the  feeling  of  reality.  This  in  its  milder 
grades  he  describes  as  a  “loss  of  memory,”  a  “lack  of  concentra- 
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tion,”  two  complaints  which  always  should  suggest  the  presence  of 
obsessional  states.  Many  normal  persons  have  slight  obsessional 
trends,  but  them  they  easily  control.  The  severe  psychasthenic’s 
loss  of  reality,  however,  may  progress  so  far  that  physical  objects, 
even  his  own  body,  to  him  seem  unreal.  It  has  been  suggested  that 
moments  of  such  intense  abstraction  explain  some  “petit  mal” 
attacks. 

The  obsessive  trend  becomes  evident  early.  Of  these  very  spec¬ 
tacular  cases  of  it  seen  among  soldiers,  and  assumed  without  doubt 
to  have  developed  as  a  result  of  their  terrifying  experiences  during 
the  Great  War,  96  percent  were  in  patients  who,  Culpin  3  found 
on  careful  examination,  had  previously  shown  this  trouble.  (Of 
all  other  psychoneurotic  trends  which  then  appeared  apparently  for 
the  first  time,  the  percentage  of  those  which  his  study  showed 
had  antedated  the  War,  but  until  then  had  been  unsuspected,  was 
only  57-) 

Obsessional  thinking  usually  leads  to  doubts  and  to  compulsions. 
The  patient  doubts  the  value  of  the  work  he  does ;  is  unable  to 
make  up  his  mind;  in  conversation,  he  cannot  come  to  the  point. 
For  him,  life  is  one  continuous  round  of  suffering;  he  appears  as 
one  with  sorrows  too  great  to  bear ;  yet,  question  him,  and  one  finds 
that  the  worries  which  occupy  his  mind,  to  the  exclusion  of  more 
vital  subjects,  concern  trivial  details  of  life  (page  292).  With 
women  it  often  is  their  clothes;  their  personal  appearance;  the 
chance  remark  of  a  stranger.  Obsessed  patients  cannot  carry  on 
under  stress.  As  the  result  of  their  long-continued  struggle  with 
their  obsessional  thinking,  they  break  down  nervously,  but  usually 
only  after  they  have  broken  down  the  morale  of  those  of  their 
relatives  who  do  not  rebel.  Emotionally,  they  are  true  parasites ; 
and  when,  finally,  they  develop  “nervous  prostration,”  this  usually 
is  evidence  that  their  last  human  prop  can,  or  will,  no  longer  sup¬ 
port  them. 

Compulsions. — A  compulsion  is  the  patient’s  active  method  of 
overcoming  the  fear  of  an  obsessive-ruminative  trend.  It  may  be 
negative  in  character,  that  is,  may  lead  him  to  avoid  certain  situa¬ 
tions  ;  or  it  may  be  positive,  leading  to  some  defensive  act  which 
remains  associated  either  with  the  object  of  the  anxiety  or  with 
its  symbol  (Henderson  and  Gillespie). 

Obsessive  doubts,  which  the  patient  feels  he  must  resolve,  often 
lead  to  compulsions.  Thus,  a  patient  wonders  whether  the  door  is 
locked  or  the  gas  turned  off  and  will  return  repeatedly  to  deter¬ 
mine  whether  it  is  or  not.  The  obsessive  nature  of  these  doubts 
is  shown  by  the  patient’s  statement,  “I  know  I’ve  done  it,  but  I 
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feel  that  I  haven’t.”  One  so  harassed  wonders  whether  or  not 
certain  news  he  has  heard  is  true,  and  will  telephone  to  two  or 
three  persons  to  confirm  it;  he  fears  he  may  have  unconsciously 
told  an  untruth,  or  cheated  a  man  out  of  five  cents,  and  then  will 
go  to  great  trouble  to  satisfy  himself  that  he  has  not  done  so ;  he 
will  add  up  a  bill  repeatedly  to  be  sure  its  total  is  correct.  Be¬ 
cause  of  their  compulsions,  these  doubting  psychasthenics  may 
make  themselves  very  offensive.  They  seem  unable  to  accept  any¬ 
thing  that  is  told  them,  but  must  question,  challenge,  and  demand 
the  confirmation  of  each  statement.  Others  insist  on  explaining 
everything,  not  to  satisfy  the  other  person,  but  to  relieve  themselves. 
Such  persons  often  pass  as  “accurate,”  but  they  are  merely  psychas¬ 
thenic.  Other  compulsive  acts  are :  arranging  the  bedroom  furni¬ 
ture  or  the  clothes  in  a  certain  way;  walking  on  or  between  the 
cracks  of  a  pavement;  the  avoidance  of  the  number  13;  the  use  of 
the  left  hand ;  the  touching  of  posts ;  reading  over  a  person’s  shoul¬ 
der  ;  the  balancing  of  a  left  hand  movement  by  a  right  hand  one ; 
obsessional  tidiness ;  odd  rituals,  etc. 

Many  tics  (page  210)  are  expressions  of  obsessive  states.  This 
child  cannot  dress  himself  unless  he  counts  five  before  putting 
on  each  garment;  that  adult  cannot  use  a  salt  shaker  until  he 
has  thrice  tapped  the  table  with  it;  another  person  cannot  walk 
along  the  street  unless  he  touches  each  tree.  If  he  passed  one  with¬ 
out  tapping  it,  he  “simply  must”  retrace  his  steps  and  do  so. 

Since  these  tics  begin  suddenly,  they  cannot  be  classed  as  habits. 
The  obsessional  patient  is  aware  of  the  compulsive  nature  of  his 
tic  and  tries  to  control  it,  but  his  effort  to  do  so  arouses  in  him 
such  anxiety  that  (unless  it  is  too  serious)  he  prefers  to  surrender. 
In  public  he  may  control  it,  but  as  soon  as  he  is  alone  “he  indulges 
in  a  tension-relieving  spree.”  By  way  of  diagnosis,  we  ask  him, 
“Does  resistance  to  the  drive  to  perform  this  act  require  effort  or 
lead  to  distress  ?”  If  it  does,  compulsion  is  present ;  if  not,  it  may 
be  hysterical,  since  the  person  for  whom  the  tic  is  a  substitution 
reaction  suffers  no  distress  when  he  abandons  it. 

Many  normal  persons  have  slight,  though  definite,  obsessions 
and  compulsions,  as  the  taking  of  omens ;  doing  things  twice  for 
luck;  etc.  Some  of  the  acts  they  perform  are  based  on  ancient 
beliefs  and  customs,  some  of  them  very  honorable,  others  not ;  as 
throwing  a  pinch  of  spilled  salt  over  the  left  shoulder  (to  blind 
the  demon  there)  ;  tapping  three  times  on  wood  after  boasting  (an 
old  prayer  custom;  the  wood,  the  symbol  of  the  cross,  and  the 
number  of  raps,  that  of  the  Trinity)  ;  not  lighting  a  third  cigarette 
from  one  match  (said  to  have  been  forbidden  in  the  armies  of  a 


328 


PSYCHASTHENIA  :  OCCULT  ANXIETY 


century  ago  equipped  with  flintlock  muskets,  since  the  third  man 
would  be  the  one  the  enemy  would  aim  at).  Many  persons  do 
these  things  with  a  laugh  and  insist  that  it  is  only  a  joke — but 
they  always  do  them.  Such  compulsions  are  not  pathological,  how¬ 
ever,  unless  they  interfere  with  the  performance  of  a  person’s 
normal  activities,  and  this  they  may  do  even  in  the  case  of  nonpsy¬ 
chasthenic  persons  who  for  any  good  reason  are  physically  “run 
down”  or  unduly  anxious.  Certain  compulsive  tendencies  of 
otherwise  normal  persons  are  serious,  as  the  temptation  to  hurl 
oneself  under  a  train  or  from  a  height.  Because  of  such  impulses 
many  persons  avoid  such  situations. 

Socially,  similar  compulsions  may  lead  to  quite  different  be¬ 
havior  :  one  man  becomes  a  fanatical  reformer ;  another,  a  criminal. 
One  man  cannot  pass  a  beggar  without  giving  him  alms ;  another 
cannot  see  money  without  stealing  it  (thus  arise  some  cases  of 
kleptomania).  The  compulsion  of  one  man  may  lead  to  his  fre¬ 
quent  observance  of  some  religious  ceremony ;  that  of  another  ex¬ 
plains  in  part  his  uncontrolled  appetite  for  drugs,  and  if  so,  his 
addiction  is  particularly  difficult  to  treat. 

It  is  diagnostic  of  the  obsessional  states  of  psychoneurotic  pa¬ 
tients  that,  unlike  those  manifested  by  insane  patients,  they  never 
fill  consciousness  to  the  exclusion  of  opposing  ideas.  The  former 
patient,  with  insight  good,  knows  that  his  obsession  is  unreal,  feels 
that  it  is  something  apart  from  his  real  self,  and  fights  against  it. 
Also,  he  makes  every  effort  not  to  betray  it,  therefore  often  it  is 
not  suspected  unless,  possibly,  he  commits  suicide.  During  the 
preceding  years,  however,  doubtless  such  a  person  had  shown  over¬ 
scrupulousness  and  a  drive  to  overwork,  both  of  which  are  evi¬ 
dences  of  a  concealed  struggle. 

Hypochondria  is  the  persistent  belief  in  the  existence  of  some 
organic  disease  of  the  body  which  has  become  so  fixed  in  the 
patient’s  mind  that  it  is  quite  impermeable  to  authoritative  ex¬ 
planation.  The  fixity  and  intractability  of  this  condition  are  its 
characteristic  features.  It  results  from  intense  obsessional  think¬ 
ing  concerning  some  disagreeable  bodily  sensations.  While  orig¬ 
inally  the  result  of  anxious  expectation,  yet  later  it  is  devoid  of 
anxiety. 

Many  of  the  patients  with  hypochondria  really  have  mild  cases 
of  psychic  depression.  If  so,  it  is  a  temporary  condition,  and  for 
them  a  very  abnormal  one.  For  the  majority  of  patients,  however, 
hypochondriasis  once  present  is  a  fairly  permanent  state,  although 
some  women  gain  relief  at  the  period  of  the  menopause.  In  young 
patients  who  are  “hypped”  one  must  exclude  also  dementia  praecox. 
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Hypochondria  possibly  may  be  explained  as  the  logical  outcome  of  in¬ 
tense  adult  introvert  thinking.  If  so,  it  is  the  most  extreme  of  all  neuras¬ 
thenic  states,  practically  incurable.  According  to  this  theory,  the  intro¬ 
spective  adult,  because  of  some  suggestion,  focusses  his  attention  upon  one 
organ,  with  anxiety  the  result.  This  tends  to  exaggerate  his  invert  peculi¬ 
arities,  and  the  vicious  circle  thus  created  results  in  time  in  the  development 
of  an  intense,  well-unified,  obsessional  state,  the  intellectual  content  of  which 
remains  constant.  Any  anxiety  which  originally  underlay  it,  however,  orig¬ 
inated  in  the  intellectual  sphere ;  that  is,  the  idea  preceded  the  fear.  Such 
a  condition,  according  to  our  definitions,  is  not  psychasthenic,  for  the  psy¬ 
chasthenic  phobias  analogous  to  hypochondria  are  products  of  the  emo¬ 
tions,  not  of  the  intellect,  and  are  characteristically  changeable. 

Etiology  of  the  Obsessive-Compulsive  States. — The  obsessive-com¬ 
pulsive  trends  are  seen  in  persons  whose  mental  pattern  is  one  of  marked 
introversion,  and  who  show  in  other  ways  imperfect  personality  development. 

Obsessive  rumination  (says  Culpin)  in  some  cases  starts  as  an  effort  to 
keep  some  unpleasant  thought  out  of  one’s  mind  by  thinking  constantly  of 
something  else,  a  mental  process  which,  as  a  habit,  may  continue  indefinitely. 
In  other  cases  it  is  primarily  due  to  a  conflict  aroused  by  a  more  or  less 
unconscious  desire  (or  symbol  of  this  desire)  for  something  which  the  ego 
itself  cannot  permit  and  yet  will  not  abandon.  From  this,  a  phobia  also  may 
arise.  In  still  other  cases  it  results  from  a  conflict  between  present  reality 
and  some  unconscious  concept  of  childhood  in  which  fear  was  prominent, 
and  which  the  patient,  although  now  an  adult,  cannot  modify  in  the  light  of 
his  later  experience. 

Compulsive  acts  are  common  in  normal  childhood.  Most  children  stub¬ 
bornly  resist  the  compulsions  of  their  own  bodies  (eating,  bowel  movements, 
urination,  etc.)  yet  only  a  few  build  such  compulsions  up  into  a  well-defined 
system.  Among  psychopathic  children,  on  the  other  hand,  they  are  common 
and  disturbing,  accounting,  as  they  may,  for  various  compulsive  juvenile 
delinquencies,  as  stealing,  sexual  activities,  etc.  Since  to  the  psychasthenic 
child  the  trivial  tasks  of  daily  life  are  so  difficult,  he  gives  extreme  sig¬ 
nificance  to  them  by  the  development  of  psychoneurotic  trends,  phobias,  com¬ 
pulsions,  etc.  Among  adults  it  is  the  psychasthenic  individual,  especially, 
who  suffers  most  from  obsessive  thoughts  and  compulsive  acts,  since  he, 
because  of  his  aboulia,  is  unable  definitely  to  abandon  an  improper  desire,  or 
to  compensate  for  a  childish  concept. 

The  compulsive  trends  of  other  patients  may  be  regarded  as  a  reaction 
against  a  resented  inferiority  in  their  social  status  (Adler)  ;  as  an  effort  to 
reenforce  one’s  striving  for  better  recognition.  They  appear,  therefore,  in 
persons  subject  to  great  authority;  in  the  second  sons  of  large  families;  in 
the  one  girl  with  several  brothers ;  in  the  one  boy  in  a  family  of  girls. 
Other  compulsions  begin  as  protests  by  asocial  children  against  certain  im¬ 
perative  social  demands,  as  “don’t  waste  time,”  “you  must  eat,”  “must  sleep,” 
“must  wash  up,”  etc.  The  child  in  his  rebellion  against  these  requirements 
substitutes  compulsions  which  to  him  seem  supernatural,  and  which,  there¬ 
fore,  free  him  from  all  responsibility  for  his  disobedience.  Other  compul¬ 
sions  represent  the  attempts  of  persons  oppressed  by  an  inferiority  complex 
to  increase  their  self-evaluation.  They  must  act  for  the  sake  of  others ;  they 
are  public  benefactors ;  if  they  don’t  perform  certain  acts,  something  terrible 
will  happen. 

The  sequence  (not  the  mechanism;  that,  only  the  psychopathologist  can 
explain)  with  which  anxiety  states,  and  the  associated  obsessions  and  com¬ 
pulsions  develop,  may  be  well  illustrated  by  one  case.  This  patient,  now  a 
man  of  thirty-four  years,  when  a  boy  (but  one,  however,  who  previously 
had  shown  evidences  of  constitutional  inferiority)  developed  an  “aversion” 
towards  the  colored  race,  which  dates  to  a  physician’s  warning  to  his  family 
that  their  colored  maid  had  syphilis.  Although  for  twenty-five  years  he  had 
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recognized  the  presence  of  this  obsession,  yet  only  a  few  weeks  before  we 
saw  him  had  it  acquired  momentum  enough  to  lead  to  compulsions. 

One  day,  in  a  crowd  on  the  street,  his  shoulder  rubbed  against  that  of  a 
negro.  When  he  returned  home  in  the  afternoon,  remembering  the  incident, 
he  changed  his  coat.  The  impulse  to  do  so  was,  he  said,  not  strong ;  he 
believes  that  he  could  have  resisted  it.  The  next  day  this  experience  was 
repeated,  but  on  his  return  to  his  room  he  changed  his  entire  suit  of  clothes. 
The  next  time  he  came  into  proximity  with  a  colored  man,  whom  he  did 
not  touch,  he  not  only  changed  his  clothes,  including  his  underwear,  but  took 
a  bath.  A  few  days  later,  he  and  his  wife,  while  making  a  call,  encountered 
a  colored  maid.  When  they  returned  to  their  home,  not  only  did  he  change 
his  clothes  and  take  a  bath,  but  he  insisted  that  she  also  do  the  same.  Soon 
his  condition  was  distressing.  Let  a  negro  even  pass  the  door  of  his  apart¬ 
ment,  and  he  moved  to  a  new  one.  He  could  no  longer  enter  a  hotel  where 
colored  help  was  employed,  for  fear  that  one  of  them  might  touch  the  dishes 
on  which,  later,  his  food  would  be  served.  If  on  the  street  he  saw  at  a 
distance  a  colored  person  approaching,  he  stood,  trembling,  in  a  typical  anx¬ 
iety  state.  It  is  interesting  that  this  patient  has  previously  had  several  other 
phobias,  and  that  as  a  new  one  developed  its  immediate  predecessor  prac¬ 
tically  disappeared. 


THE  LIFE  HISTORY  OF  PSYCHASTHENIC  PERSONS 

Psychasthenia  is,  we  believe,  the  result  of  defective  evolution  of 
normal  childhood  emotional  patterns  into  their  adult  forms.  The 
child  destined  to  become  psychasthenic  often  gives  early  evidences 
of  his  constitutional  inferiority  in  the  physical  sphere  by  his  in¬ 
ability  to  control  his  bladder,  sexual  perversions,  vomiting,  etc.  His 
aboulia  early  is  unusually  marked ;  also,  he  is  unduly  timid  ;  is  emo¬ 
tionally  unstable.  Gradually  the  normal  obsessional  trends  of  child¬ 
hood  become  systematized  and  permanent. 

During  youth,  the  evidences  of  psychasthenic  trends  often  are 
misinterpreted.  Indeed,  those  very  same  traits  which  ruin  a  man’s 
career  may  have  made  him  when  a  youth  exceptionally  attractive. 
The  psychasthenic  boy  is  too  good;  too  anxious  to  please  his 
mother:  he  is  her  “angel  child”;  the  neighborhood  model  child, 
held  up  by  all  the  other  mothers  for  their  sons  to  emulate.  He 
washes  his  hands  without  being  told  to;  he  never  tells  a  lie;  at 
night  he  hangs  his  clothes  very  evenly  on  a  chair,  puts  his  shoes, 
their  toes  exactly  in  line  with  each  other,  just  so  far  under  the  bed. 
Mother  may  not  know,  however,  that  after  he  retires  doubts 
usually  rise  as  to  one  or  more  of  those  details,  and  that  he  gets  up 
again  and  again  to  assure  himself  that  each  of  them  had  been 
satisfactorily  attended  to.  He  may  not  tell  her  that  occasionally  he 
lies  awake  for  hours  suffering  from  the  fear  that  during  the  day 
he  may  not  have  told  the  exact  truth  to  some  friend,  and  that  early 
on  the  next  morning  he  assures  himself  that  such  was  not  the  case. 
The  abnormal  element  in  this  attractive  personality  is  that  the  boy, 
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instead  of  following  the  above  course  because  he  desires  to  be 
helpful  or  truthful,  is  driven  to  do  it  by  a  compulsion  which  would 
cause  him  suffering  did  he  do  otherwise. 

Life  in  the  public  schools  for  him  is  martyrdom,  since  his  com¬ 
panions  early  detect  his  weak  points  and  capitalize  them  in  the 
form  of  torment.  At  puberty,  perhaps,  he  becomes  overconscien- 
tious  and  very  religious.  This  for  him,  unfortunately,  is  not  a 
spiritual  awakening,  but  a  compulsion.  College  life  for  him  may  be 
a  very  happy  period,  since  his  classmates,  while  possibly  secretly 
amused,  have  outgrown  sadistic  trends.  Here,  some  of  his  patho¬ 
logical  traits  would  seem  to  have  a  certain  value.  He  is  serious- 
minded,  a  leader  in  the  better  student  activities.  Since  because  of 
his  overconscientiousness  he  studies  hard,  he  stands  well  in  his 
classes.  Those  whom  he  selects  as  friends  from  his  large  group, 
or,  strange  to  say,  those  who  select  him,  are  often  the  reverse  of 
psychasthenic. 

All  goes  fairly  well,  therefore,  until  he  starts  to  make  his  way 
in  the  world.  Then,  confronted  with  the  necessity  to  “make  good” 
in  a  world  of  jealous  rivals,  he  soon  develops  fears  of  unreasonable 
strength,  anxiety  states,  obsessions  and  compulsions,  which  may 
recur  more  or  less  periodically,  and  which  finally  often  result  in 
illness  which  excuses  him  from  further  efforts. 

One  such  man,  fourth  best  in  scholarship  in  a  large  university  class,  lost 
his  position  because  of  these  trends.  His  description  of  the  way  in  which 
he  left  his  business  office  was  pathetic.  He  must  wait  until  all  the  others 
had  gone,  in  order  that  none  might  witness  a  struggle  which  often  lasted 
over  an  hour.  As  he  extended  his  right  hand  towards  the  door  knob,  the 
fear  that  it  might  be  his  left  hand  would  cause  him  to  withdraw  it.  He 
would  try  again,  when  possibly  the  figure  nine,  or  thirteen,  would  come  to 
mind  and  spoil  the  attempt.  Finally,  he  would  get  the  door  open.  Then  a 
similar  struggle  must  be  endured  before  he  could  be  sure  that  it  was  his 
right  foot  which  crossed  the  threshold  first.  While  he  was  relating  these 
experiences  he  frequently  cried  out,  “Of  course  I  know  how  senseless,  how 
foolish,  these  fears  are,  but  they  make  me  so  miserable  if  I  don’t  yield  to 
them  that  I  simply  must.” 

We  could  never  persuade  him  to  say  “thirteen.”  He  would  always  sub¬ 
stitute  the  phrase,  “the  number  between  twelve  and  fourteen.”  He  could  use 
nothing  which  displayed  the  combination  13.  For  example,  one  pair  of  shoes 
he  had  to  discard  because  he  found  stamped  on  the  lining  a  number  like 
8135.  He  said  that  closets  and  bureaus  were  full  of  purchases  which  he 
could  never  use,  because  the  clerk  had  used  his  left  hand  when  he  gave  the 
parcel  to  him,  or  took  his  money,  or  returned  the  change. 

The  terrible  anxiety  caused  by  attempts  to  act  contrary  to  his 
compulsion  is  one  of  the  central  features  in  the  psychasthenic’s 
life.  These  patients,  because  of  an  intense  mysophobia,  continue 
for  three  hours  to  wash  their  hands.  They  have  to  do  it ;  if  they 
do  not,  they  are  wretched.  One  of  them  always  held  his  breath 


332 


PSYCHASTHENIA  :  OCCULT  ANXIETY 


when  he  looked  towards  his  coat  hanging  on  a  rack  across  the 
room,  for  fear  of  contaminating  it;  the  nurse  once  happened  to 
throw  two  of  his  garments  on  the  same  chair,  and  that  day  was 
ruined;  she  splashed  a  little  water  on  the  floor,  and  he  must  be 
moved  into  a  new  room.  One  feature  which  made  him  most  un¬ 
happy  was  the  necessity  to  repeat  simple  acts  so  often  that  it  was 
ridiculous  to  those  watching  him.  He  would  sometimes  drive  his 
car  around  the  same  block  four  times  before  he  could  drive  on. 
His  agoraphobia  was  extreme.  To  start  across  the  street,  if  alone, 
caused  tremor,  a  cold  sweat,  and  even  nausea;  yet  he  made  that 
trip  easily  when  with  a  friend. 

Another  psychasthenic  reaction  related  to  anxiety  is  social  sensi¬ 
tiveness.  Patients  with  this  cry  on  slight  provocation;  their  feel¬ 
ings  are  easily  hurt;  a  quite  unintentional  slight  will  give  them  a 
miserable  day.  This  reaction  is  closely  related  to,  and  often  ap¬ 
pears  in  connection  with,  obsessional  thinking.  Sadism,  also,  is  a 
common  trend,  for  the  greatest  relief  that  some  of  these  patients 
can  get  is  to  worry  a  relative  until  the  latter  breaks  down  crying. 

The  following  case  is  cited  at  this  point,  since,  to  us,  it  illustrates  in  fairly 
simple  terms  many  of  the  problems  of  the  psychasthenic. 

Mrs.  A.,  fifty-five  years  of  age,  was  referred  to  us  to  decide  the  question 
of  her  “sanity.”  For  two  years  she  had  been  unable  to  “carry  on”  in  her 
own  family,  was  creating  nervous  prostration  in  some,  and  arousing  the 
active  hostility  of  others  of  her  relatives.  Ever  since  a  young  child  she  has 
been  “difficult”;  i.e.,  selfish,  jealous,  and  ever  ready  to  burst  into  tears.  No 
history  could  be  obtained  of  any  psychic  trauma  during  early  childhood. 
No  others  of  her  family,  her  parents,  two  brothers  and  two  sisters,  or  of 
her  collateral  relatives,  were  in  any  degree  psychasthenic.  Since  childhood 
it  has  been  the  family  policy  to  see  that  she  got  the  best  of  clothes,  presents, 
etc.,  so  as  not  to  “hurt  her  feelings.”  She  grew  up  to  all  appearances  nor¬ 
mal,  was  a  good  student,  brilliant  in  conversation,  was  popular,  and  very 
active  socially  and  in  the  sports.  She  married,  had  one  baby,  for  the  care 
of  which  she  never  assumed  the  slightest  responsibility,  and  at  once  had 
herself  sterilized  by  x-ray  to  avoid  another  pregnancy. 

In  her  married  life  her  relatives  must  always  protect  her  from  respon¬ 
sibilities.  She  seemed  to  have  little  initiative  and  always  copied  her  sisters* 
clothes,  social  activities,  etc.  Nothing  she  did,  or  that  was  done  for  her, 
was  ever  satisfactory.  Ten  years  ago  she  had  an  attack  of  depression,  the 
symptoms  of  which  were  indefinite  anxiety  and  marked  anhedonia,  and  from 
which  she  never  quite  recovered.  Two  years  ago,  and  for  no  evident  reason, 
her  aboulia  became  extreme,  her  obsessional  thinking  marked.  Her  counte¬ 
nance  began  to  express  tragedy.  Her  relatives  believed  her  “consumed  by 
some  great  secret  sorrow.”  Daily  it  took  them  hours  to  settle  her  trivial 
problems  for  her.  She  was  utterly  self-centered  and  very  sadistic.  .  She 
would  hound  them  with  her  worrying  complaints  until  they  became  visibly 
distressed,  then,  apparently,  she,  for  a  while,  was  quite  relieved. 

Physically,  she  was  a  strong  woman  without  the  complaint  of  a  symptom 
which  suggested  a  physical  disease.  She  was  well  nourished  ;  pale  (R.B.C. 
4,000,000,  Hb.  12.5  gms.  per  100  cc.)  ;  there  was  a  relative  leukopenia 
(W.B.C.  5,500,  of  which  27  percent  were  mononuclear,  non-granular  cells)  ; 
there  was  no  enlargement  of  the  thyroid;  no  eye  signs  of  hyperthyroidism; 
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no  tremor.  The  basal  metabolism  rate  and  blood  pressure  were  normal; 
blood  sugar  154  mg.  (!)  per  100  cc.  of  blood;  urine,  negative.  Many  of 
these  signs  suggested  vagotonia. 

It  soon  became  clear  that  her  frenzies  of  anxiety,  each  of  which  lasted 
for  hours,  were  stimulated  by  trifles  (her  hair  not  properly  waved;  her  sus¬ 
picion  that  a  chance  remark  of  a  stranger  had  reference  to  her ;  that  she 
was  gaining  weight,  etc.).  Her  great  worry  was  that  her  husband  and 
children  might  not  understand  her  condition;  might  not  treat  her  with  re¬ 
spect,  etc.  A  letter  from  her  husband  encouraging  her  to  persevere  in  her 
treatment  filled  her  first  with  rage  and  then  grief,  an  emotional  episode 
which  lasted  twenty- four  hours.  Finally,  her  symptoms  so  suggested  anx¬ 
ious  depression  that  she  was  sent  to  a  semiclosed  institution. 

This  woman,  if  we  interpret  her  case  correctly,  while  intellectually  bril¬ 
liant,  had  preserved  throughout  life  the  emotional  pattern  of  a  child  from 
two  to  four  years  of  age.  Hence  her  marked  aboulia,  social  sensitiveness, 
sadism,  and  her  habit  of  obsessional  thinking,  which,  however,  did  not 
emerge  in  systematized  phobias  or  compulsions. 

Mildly  psychasthenic  patients,  because  of  their  feeling  of  shame 
for  their  phobias  and  compulsions,  which  they  to  the  best  of  their 
ability  hide,  furnish  the  best  illustrations  of  the  inferiority  complex 
(page  269)  ;  also,  as  a  result  of  overcompensation,  the  best  ex¬ 
amples  of  the  superiority  complex  (page  268). 

SYMPTOMS 

The  visceral  reactions  of  anxiety  states,  and  those  which  result 
from  the  unconscious  substitution  of  a  physical  for  an  emotional 
trouble,  cause,  if  continued  over  long  periods  of  time,  marked  func¬ 
tional  disturbances  and  in  time  even  permanent  lesions  of  the  or¬ 
gans  involved.  Among  the  physical  symptoms  early  present,  in 
addition  to  the  visceral  reactions  of  fear  as  such,  are :  cardiac  pal¬ 
pitation  ;  shortness  of  breath ;  tremors ;  twitchings  of  the  muscles ; 
pains  and  other  paresthesias  of  the  limbs;  blurred  vision;  tin¬ 
nitus  ;  anorexia ;  and  in  the  psychic  sphere,  depression,  lack  of 
concentration,  feelings  of  inadequacy,  hyperirritability,  and  ab¬ 
normal  excitability.  Among  the  clinical  syndromes  thus  produced 
are:  “heart  disease”;  “asthma”;  “nervous  indigestion”;  “irritable 
colon”;  “irritable  bladder.” 

That  anxiety  underlies  certain  physical  states  may  be  suggested 
during  an  ordinary  neurological  examination  by  certain  voluntary 
but  unconscious  movements  which  accompany,  for  illustration,  the 
knee-kick.4 

Among  these  are  a  slight  jerk  of  the  body,  due  to  contractions  of  the 
erector  spinae  and  gluteal  muscles ;  a  contraction  of  the  abdominal  muscles ; 
the  elevation  of  the  shoulders;  or  a  jerking  of  the  head  in  extension  or 
rotation.  (The  body  movements  due  to  other  muscles  which  sometimes 
accompany  an  exaggerated  knee-jerk  have  a  different  significance.)  Other 
anomalies  of  the  knee-jerk  which  also  may  indicate  anxiety  are:  the  redu- 
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plicated  knee-jerk  (a  second,  voluntary  one  following  shortly  after  the 
first)  ;  the  multiple  knee-jerk  (seen  in  the  panicky  type  of  person)  ;  the 
double  or  bilateral  knee-jerk  (kicking  with  both  feet  when  one  knee  is 
tapped)  ;  the  delayed  knee-jerk  (a  voluntary  one  that  occurs  sometimes 
when  the  true  quadriceps  reflex  is  inhibited);  the  reversed  knee-jerk  (a 
flexion  of  the  leg  occurring  when  the  quadriceps  reflex  is  inhibited.  This  is 
a  very  extreme  defense  reaction)  ;  the  inhibited  knee-jerk;  and,  with  the 
knee-kick,  abduction  of  the  thigh. 

Muscular  movements  of  similar  significance,  elicited  by  tapping 
the  spine  with  the  rubber  hammer,  are:  a  body  jerk,  a  head  jerk, 
or  the  abduction  or  adduction  of  the  thighs.  These  defense  move¬ 
ments  indicative  of  anxiety  are  useful  also  in  discovering  the  con¬ 
cealed  delusions  of  persecution  of  psychotic  patients.  Another 
useful  reaction  suggestive  of  the  presence  of  a  phobia  is  tremor  of 
the  eyelids  when  the  patient  is  in  the  Romberg  posture. 

Several  postural  deformities  originate  as  functional  nervous 
disorders,  and  have  a  mental  cause.  Even  the  stance  of  the  psy¬ 
chasthenic  suggests  his  condition.  Thus,  the  presence  of  a  fixed 
scoliosis  or  of  flat  feet  in  an  adult  is  possible  evidence  that  the 
patient  was  nervous  or  unhappy  as  a  child  (page  185). 

One  of  the  most  extreme  cases  of  scoliosis  we  ever  examined  developed 
rapidly  in  a  talented  young  woman,  an  amateur  actress,  very  soon  after  she 
had  been  allowed  to  take  the  part  of  the  leading  woman  in  a  few  profes¬ 
sional  stage  performances.  She  was  given  to  believe  that  she  had  made  a 
brilliant  success,  and  yet  failed  to  obtain  a  permanent  position  in  that  com¬ 
pany. 


DIAGNOSIS 

Patients  suffering  from  physical  syndromes  based  on  anxiety 
have  in  the  past  filled  far  too  many  of  the  beds  of  our  general 
medical  and  surgical  wards,  under  treatment  of  heart  disease,  espe¬ 
cially  angina  pectoris,5  acute  gastro-intestinal  disease,  too  often 
leading  to  laparotomy,  cystitis,  etc.  (page  345).  For  certain 
general  rules  to  be  followed  in  order  to  rule  out  serious  physical 
diseases,  the  reader  is  referred  to  page  302.  For  the  differential 
diagnosis  between  psychasthenia  and  neurasthenia,  see  page  285 ; 
hysteria,  page  300;  the  manic-depressive  psychosis,  page  405; 
schizophrenia,  page  301. 


PROPHYLAXIS 

While  psychasthenic  states  would  seem  from  the  first  to  be 
problems  of  the  psychiatrist,  yet  the  general  practitioner  has  the 
unique  opportunity  to  observe  any  unusually  marked  psycho¬ 
neurotic  trends  or  visceral  dysfunctions  (page  330)  in  the  children 
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of  the  families  he  is  treating,  and,  aided  by  consultants  whom  he 
may  suggest,  should  attempt  through  advice  concerning  their  train¬ 
ing  and  education  to  prevent  these  from  developing  later  into  psy¬ 
chogenic  disabilities. 

The  training  of  a  psychasthenic  child  is  in  general  that  described 
on  page  376.  These  children  seem  to  suffer  most  from  a  sense  of 
insecurity  early  acquired.  To  let  the  baby  in  arms  slip,  even 
though  it  does  not  fall,  would  seem  to  be  the  starting  point  of 
many  an  anxiety  trend  of  adult  life  (page  324). 

A  little  girl  two  years  old  took  great  delight,  and  showed  absolutely  no 
fear,  in  jumping  off  a  pier  into  deep  water  where  her  father  was  waiting 
to  catch  her.  Once  he  failed  to  do  his  part  with  his  usual  dexterity.  No 
harm  was  done,  she  was  merely  submerged  for  a  moment  before  he  got  firm 
hold  of  her;  but  she  never  could  be  persuaded  to  jump  again.  This  incident 
may  explain  several  markedly  neurotic  traits  which  later  she  manifested. 

Parents,  therefore,  should  aim  always  to  be  dependable.  The 
young  infant’s  physical  care  should  be  regular  and  accurately  given. 
Later,  parents  should  be  careful  as  regards  the  example  in  self- 
control  they  set  their  children;  they  should  deal  justly  with  them, 
and  with  each  other  as  well.  Especially  should  they  live  meticu¬ 
lously  according  to  the  ethical  and  moral  codes  which  they  ask  their 
children  to  follow.  If  they  do  not,  the  child  receives  far  more 
than  a  “shock.”  Nothing  is  of  greater  importance  in  the  per¬ 
sonality  building  of  the  child  than  the  example  set  him  by  his 
parents,  and  he  suffers  permanently  from  any  loss  of  their  author¬ 
ity  such  as  follows  his  discovery  of  their  inconsistencies.  For  him, 
the  later  result  may  be  psychasthenia,  hysteria,  or  a  psychosis. 

TREATMENT 

While  there  is  no  “cure”  for  psychasthenia,  since  the  patient’s 
mental  pattern  is  a  part  of  himself,  yet  we  often  can  both  save 
the  psychasthenic  patient  from  much  medical  treatment  and  from 
many  a  surgical  operation  based  on  incorrect  diagnosis,  and  also 
make  his  trends  much  less  of  a  handicap  to  him.  Do  this  latter, 
and  few  patients  are  more  grateful.  Unfortunately,  any  improve¬ 
ment  thus  obtained  will  last  but  for  a  short  time  and  then  the 
treatment  must  be  repeated ;  how  often,  will  depend  much  on  how 
vigilant  is  the  doctor’s  general  supervision  over  his  patient  and  on 
the  cooperation  he  receives  from  the  members  of  the  family. 

The  first  stage  in  the  treatment  of  a  psychasthenic  patient  is  a 
physical  laboratory  examination  so  complete  that  the  patient  can¬ 
not  but  trust  the  doctor’s  statement  that  he  is  not  suffering  from 
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the  organic  disease  which  he  fears,  or  perhaps  deep  in  his  heart 
hopes,  he  has.  The  physician  during  his  examination  should  be 
careful  lest  the  patient  discover  for  what  physical  signs  he  is  test¬ 
ing,  for  if  such,  when  present,  have  a  protective  value  (that  is, 
are  serving  an  unconscious  wish),  the  very  fact  that  the  doctor 
thinks  it  necessary  to  examine  for  them  is  to  the  patient  positive 
proof  that  he  has  the  particular  disease  they  indicate.  From  such 
self-diagnosis  the  psychasthenic,  like  the  hysterical,  patient  will 
get  peace  and  will  refuse  any  correction  of  it  later.  Early,  there¬ 
fore,  while  taking  the  history,  the  doctor  must  discover  the  plan 
according  to  which  the  patient  unwittingly  is  meeting  his  life’s 
problems.  The  latter  may  be  unconscious,  until  it  is  pointed  out 
to  him  that  some  of  his  symptoms  do  further  unconscious  wishes. 
If  they  do,  then  the  doctor  should  always  be  on  his  guard,  for  the 
patient,  on  the  defensive  and  therefore  very  eager  to  justify  him¬ 
self,  will  desire  to  prove  wrong  any  statement  about  anything 
whatsoever  which  the  doctor  may  make,  for  if  he  can,  he  has 
greatly  increased  his  self-esteem. 

A  complete  case  history  of  the  patient’s  entire  life  should  be 
taken.  This  is  always  difficult,  since  so  many  anxiety  states  are 
probably  defenses  against  unpleasant  truths.  No  statement  of  im¬ 
portance  should  be  accepted  without  confirmation,  for  the  patient 
considers  as  correct  his  own  interpretation  of  each  symptom,  and 
too  often  as  final  those  suggestions  of  previous  consultants  which 
have  been  a  comfort  to  him.  The  physician,  therefore,  should 
trace  the  chronological  development  of  each  of  the  patient’s  symp¬ 
toms  back  to  their  beginning,  asking  him  to  recall  as  far  as  pos¬ 
sible  all  else  in  his  life  that  happened  in  connection  with  the  ap¬ 
pearance  of  each  one :  when  it  first  developed ;  what  he  was  then 
thinking  about ;  what  was  happening  around  him  at  that  time,  etc. 
In  this  way,  the  evolution  of  the  important  symptoms  will  finally 
become  clear  both  to  the  physician  and  to  the  patient,  the  latter  will 
see  the  influence  of  past  events  on  his  ideas  and  feelings,  and  will 
begin  to  realize  that  his  symptoms  arose  at  times  of  emotional 
stress.  The  adaptive,  protective  nature  of  each  symptom  also 
should  be  pointed  out.  The  more  the  patient  can  be  encouraged  to 
figure  out  these  interpretations  for  himself,  the  better  and  quicker 
will  his  improvement  be.  After  such  a  history  has  been  obtained, 
tentative  plans  may  be  begun  for  the  making  of  desirable  adjust¬ 
ments  in  the  patient’s  domestic,  social,  or  business  life. 

The  treatment  begins  with  a  thorough  rest  in  a  suitable  hos¬ 
pital  remote  from  his  home,  under  the  charge  of  a  well-chosen 
nurse.  He  should  obtain  plenty  of  sleep  and  a  full  diet  in  order 
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to  build  him  up  physically,  for  few  persons  are  as  exhausted  as 
is  the  one  who  for  years  has  waged  a  constant  struggle  against 
phobias,  obsessions,  and  compulsions.  Whatever  else  the  patient 
may  gain  from  his  rest,  he  will  be  able  to  handle  these  problems 
much  more  easily  than  before.  Those  patients,  therefore,  who 
come  worried,  exhausted,  sleeping  badly,  and  eating  little,  are  to 
be  put  to  bed  for  about  a  month.  If,  however,  anxiety  is  a  prom¬ 
inent  symptom,  the  period  spent  in  bed  should  be  brief,  and  the 
patient,  as  soon  as  possible,  should  be  busied  with  some  physical 
occupation. 

The  satisfactory  nurse  is  one  who  has  herself  under  good  con¬ 
trol,  who  shows  that  she  understands  every  detail  of  the  treatment 
planned,  that  she  believes  in  it,  and  that  she  intends  that  the  patient 
shall  follow  directions.  Should  she  betray  to  the  patient  any  ig¬ 
norance  concerning  the  doctor’s  plans  or  any  lack  of  her  faith  in 
it,  the  case  is  lost.  These  patients,  like  drowning  men,  cling  to 
that  doctor  and  nurse  who  convince  them  of  their  ability  to  help. 
It  makes  a  great  difference  who  of  the  relatives  and  friends  are 
allowed,  during  this  period  of  rest,  to  visit  the  patient.  Only  those 
who  know  the  family  well  can  advise  helpfully  on  this  point. 

During  this  month  in  bed  the  doctor  asks  nothing  of  the  patient 
except  that  he  eat  and  sleep ;  but  he  sees  to  it  that  the  latter  is  ever 
conscious  of  a  most  sympathetic  attitude  on  his  part  and  on  that 
of  the  nurses.  During  this  period  there  should  be  no  attempt  at 
reeducation.  If  this  is  started  too  early,  the  plan  of  treatment  will 
fail  and  the  patient  become  discouraged.  The  doctor  accepts  the 
patient’s  phobias  just  as  he  describes  them,  just  as  he  would  his 
statements  about  a  broken  bone  or  a  tumor;  but  he  assures  his 
patient  each  time  the  latter  mentions  them,  that  later  he  will  help 
him  to  overcome  them. 

Physical  Reeducation. — After  a  satisfactory  period  of  rest, 
the  first  attempts  at  reeducation  begin.  The  best  plan  to  follow 
is  one  based  on  the  training  of  a  raw  recruit  in  the  army.  Even 
the  most  normal  man  is  definitely  psychasthenic  when  first  brought 
face  to  face  with  actual  warfare;  that  is,  he  cannot  endure  the 
thought  that  he  must  kill  men,  see  them  killed,  and  run  consider¬ 
able  danger  of  being  killed  himself.  To  make  a  good  soldier  of 
him  requires  months  of  drill.  This  means,  first,  a  routine  of  daily 
life  with  exact  punctuality  as  far  as  the  time  of  each  duty  is  con¬ 
cerned;  second,  drill,  until  all  the  ordinary  details  of  army  life 
shall  have  become  automatic;  and,  third,  the  development  in  the 
recruit  as  habits  of  all  those  physical  attitudes,  as  posture,  stride, 
“snap,”  etc.,  which  befit  a  brave  soldier. 
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Similar,  is  the  treatment  of  the  psychasthenic.  The  problem  is 
to  help  him  to  develop  better  control  over  his  emotions,  and  this 
cannot  be  done  directly.  Emotions  cannot  be  argued  away ;  cannot 
be  controlled  by  the  will.  Such  efforts  only  make  them  stronger. 
The  only  voluntary  control  any  one  has  over  his  emotions  is 
through  his  muscles  (page  27).  The  man  who  acts  as  though 
he  were  afraid,  will  feel  afraid.  If,  on  the  contrary,  he  puts  his 
body  in  the  physical  attitude  of  bravery  and  makes  all  of  his 
physical  motions  as  though  he  were  brave,  he  will  feel  less  afraid 
than  if  he  just  “slinks  along.”  That  is  true  in  all  our  activities. 
It  may  be  possible  to  “bow  our  hearts”  in  prayer,  but  it  is  much 
easier  to  pray  if  we  bow  our  bodies  also.  So  to  allow  an  invalid 
to  behave  like  a  sick  man  is  automatically  to  make  him  feel  sicker 
than  he  would  were  he  to  behave  like  a  well  man. 

Aware  of  the  danger  of  carrying  this  too  far,  we  base  our  treat¬ 
ment  on  the  general  proposition  that,  since  in  psychasthenia  the 
problem  involves  poorly  controlled  emotions,  the  best  way  to  begin 
is  by  training  the  muscles. 

The  training  of  the  raw  army  recruit  begins  with  physical  routine.  The 
bugle  blows  each  morning  at  exactly  the  same  minute,  and,  at  once,  he  arises. 
Each  day  he  eats  his  meals,  drills,  etc.,  at  exactly  the  same  time.  His  daily 
drill  includes  many  movements  which  no  soldier  would  make  in  battle,  but 
such  drill  renders  the  ordinary  movements  of  his  body  automatic,  accurate, 
and  mechanical;  and  the  more  automatic  and  accurate  these  are  made,  the 
better  fighter  he  will  become.  The  same  principle  runs  through  life.  The 
good  tennis  player,  the  expert  baseball  player,  the  good  automobile  driver, 
all  owe  their  excellence  to  that  training  which  allows  them  to  meet  emer¬ 
gency  problems  automatically ;  that  is,  to  act  first  and  think  later.  In  other 
words,  the  more  order  we  can  bring  into  the  physical  life  of  the  psychas¬ 
thenic,  the  more  order  do  we  bring  into  his  usually  very  disorderly  emo¬ 
tional  life.  Indeed,  this  is  the  only  way  we  know  in  which  it  can  be  done. 

Schedule. — Accordingly,  for  the  psychasthenic  a  program  is. 
written  out  which  includes  all  the  main  events  of  the  day,  at  least 
two  or  three  items  for  each  hour.  If  the  program  states  that  he  is 
to  rise  at  eight  o’clock,  that  does  not  mean  five  minutes  before,  or 
five  minutes  after,  eight.  If  after  breakfast  he  is  to  read  the 
paper  for  fifteen  minutes,  he  should  not  read  it  for  sixteen;  and 
so  on  through  the  whole  day.  In  such  a  program  there  is  a  period 
of  rest  in  the  morning  and  another  after  the  noon  meal.  In  so- 
far  as  is  possible,  each  detail  of  the  treatment  should  require 
reasonable  and  accurate  voluntary  muscular  movements.  The  fact 
that  the  patient  tries  to  perform  each  act  at  exactly  the  appointed 
time  is  the  important  element  in  this  treatment.  No  excuses  are 
allowed.  He  follows  his  program  whether  he  wishes  to  or  not,, 
and  at  night  he  is  asked  to  give  himself  a  credit  mark  based  on  his 
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record  in  punctuality.  On  such  a  program  is  carefully  avoided, 
without  admitting  it,  anything  difficult  or  distasteful  to  the  patient. 
What  some  of  his  prejudices,  obsessions,  and  compulsions  are,  the 
nurse  has  had  opportunity  to  learn  during  the  period  of  his  rest 
in  bed. 

The  doctor’s  visit  to  his  psychasthenic  patients  should  be  regular 
and  begin  promptly  at  the  minute  promised.  Each  conversation 
should  be  well  planned  in  advance,  never  entered  into  haphazardly ; 
it  should  be  optimistic,  but  never  foolishly  so;  it  should  never 
contain  criticism,  but  always  be  positive  and  optimistic. 

The  doctor  should  never  (after  the  history  is  taken)  discuss  at 
length  with  a  patient  the  content  of  his  fears  and  obsessions,  for 
such  conversation  merely  furnishes  material  for  further  ones.  He 
merely  listens  attentively  to  all  that  the  patient  says  about  them. 
He  never  belittles  any  of  the  patient’s  complaints,  but  sympatheti¬ 
cally  and  frankly  admits  that  the  quality  and  strength  of  each 
symptom  is  just  as  the  patient  describes  it ;  but  he  always  assures 
him  that  there  is  a  solution  for  his  problem.  It  is  as  cruel  as  it  is 
useless  to  imply  to  these  patients,  “It  is  absurd  for  you  to  think 
that  your  left  hand  is  unlucky,  that  thirteen  is  a  bad  number,  or 
to  fear  an  open  square.”  The  patient  knows  and  feels,  even  more 
than  the  doctor,  how  absurd  his  fears  are.  That  is  one  reason 
why  he  suffers  so.  One  would  not  twist  the  arm  of  an  injured 
patient  just  to  demonstrate  to  him  how  far  out  of  place  is  his  dis¬ 
located  humerus ;  neither  should  one  try  to  demonstrate  to  a  psy¬ 
chasthenic  how  unreasonable  are  his  obsessions  and  fears. 

Reading  should  be  prescribed  for  psychasthenics  with  the  same 
care  as  are  the  medicines.  Most  of  the  semi-medical  literature 
written  for  these  patients  is  worthless.  One  of  the  best  articles  is 
Ralph  Waldo  Emerson’s  Essay  on  Self-reliance,  which  has  helped 
many  a  psychasthenic.  The  Psalms  furnish  excellent  therapy. 
We  require  the  patient  to  commit  to  memory  one  of  these  each 
week,  especially,  the  first,  nineteenth,  twenty-third  and  one  hun¬ 
dred  and  twenty-first,  and  we  ask  him  to  recite  them  to  us  daily. 
Such  recitation  is  particularly  good  training  for  one  whose  impul¬ 
sion  it  is  to  repeat. 

Diet  is  of  great  importance.  These  patients  need  more  than  a 
maintenance  diet;  at  least,  they  should  never  be  allowed  to  lose 
weight.  The  thin  psychasthenic  should  gain  weight,  for  an  under¬ 
nourished  man  has  a  tendency  to  be  irritable,  unstable,  mentally 
too  active,  and  his  fears  too  keen  (page  291). 

We  usually  begin  with  the  seven  days  of  Binswanger’s  diet 
(page  304),  or,  if  the  patient  is  poorly  nourished,  a  rich  soft  diet; 
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and  on  the  eighth  day  this  is  suddenly  changed  to  a  full  general 
diet  with  lunches  between  meals.  Since  the  patient  is  expected  to 
consume  every  crumb  and  every  drop  of  the  food  offered  him,  the 
nurse  carefully  avoids  offering  him  those  edibles  which  she  has 
learned  in  advance  are  distasteful  to  him ;  also,  she  aims  to  be  not 
at  all  unreasonable  as  to  the  amounts  served.  Nevertheless,  since 
the  most  important  item  concerning  the  diet  is  that  each  meal 
should  be  begun  at  the  time  indicated  on  the  daily  schedule,  she 
should  have  liberty  at  any  time  to  substitute  for  solid  food  any 
liquid  nourishment,  such  as  pure  milk,  malted  milk,  or  milk  to 
which  raw  egg,  lactose,  or  infant’s  food  has  been  added.  The 
patient  with  no  appetite,  who  finds  it  a  problem  to  chew  solid 
foods,  swallows  liquids  easily. 

Some  medicines  usually  are  necessary.  Since  the  psychasthen¬ 
ic’s  digestion  usually  is  disturbed  by  his  emotional  visceral  re¬ 
actions,  a  bitter  tonic  before  meals  may  aid  by  hastening  gastric 
secretion  and  motility,  while  an  acid  or  alkali  after  each  meal, 
as  the  analysis  of  the  gastric  juice  may  indicate,  makes  digestion 
more  comfortable.  If  he  is  poorly  nourished,  or  anemic,  cod  liver 
oil,  iron,  or  both  should  be  prescribed. 

Psychasthenics,  because  of  their  irregular  habits  and  also  be¬ 
cause  of  their  emotional  states,  usually  have  rectal  constipation. 
The  treatment  of  this  is  outlined  on  page  154. 

Every  aid  should  be  given  these  patients  to  sleep  well.  If  they 
do  not,  absolute  regularity  as  to  the  time  of  going  to  bed,  a  walk 
in  the  evening,  a  cup  of  hot  milk,  a  wet  pack,  an  ice  cap  on  the 
head,  a  hot  water  bottle  at  the  feet,  etc.,  usually  are  sufficient. 
There  should  be  neither  reading  nor  conversation  after  retiring. 
If,  however,  insomnia  be  a  prominent  symptom,  its  treatment 
should  be  more  carefully  planned  (page  226).  Nevertheless, 
even  the  psychasthenics  who  complain  of  sleeplessness  usually 
sleep  about  five  hours  each  night.  Their  problem  is  that  their 
hours  of  wakefulness  are  hideous,  since  it  is  then  that  the  stream 
of  consciousness  runs  wild  and  phobias  storm  unrestrained.  It  is 
to  avoid  this  misery  that  these  patients  deserve  the  oblivion  of 
sleep,  but  not  that  provided  by  habit-forming  drugs.  Physical 
measures  and  simple  hypnotics,  as  the  bromides  and  the  barbitur¬ 
ates  (amytal),  usually  are  sufficient. 

Psychotherapy. — By  simple  mental  exploration,  the  internist 
sometimes  obtains  relief  for  the  patient  from  those  phobias  the 
stimuli  of  which  are  only  too  evident,  as  the  open  space,  the  closed 
room,  the  spot  of  dirt  on  the  skin,  etc.  (page  318),  and  from 
other  anxiety  states  which  arise  from  unconscious  but  approach- 
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able  levels.  To  accomplish  this,  the  patient  is  asked  to  assume  a 
comfortable  attitude  on  the  bed,  couch,  or  easy  chair,  and  is  en¬ 
couraged  to  talk  freely,  as  the  doctor  and  he  together  trace  back 
the  history  of  the  phobia.  Urging  and  cross-examination  have  no 
place  in  these  interviews.  The  doctor  does,  however,  hold  the 
patient  to  that  chain  of  events  which  seems  charged  with  the  great¬ 
est  emotional  interest.  Each  day  the  patient  is  likely  to  mention 
additional  events,  each  of  which  occurred  earlier  in  life  than  those 
previously  mentioned,  which  he  has  “recalled”  between  these  visits. 
For  this  reason  these  conversations  should  not  be  prolonged,  not 
over  one  hour  each,  and  no  two  on  the  same  day.  After  several, 
three  or  four,  such  interviews  the  patient  often  recalls  some  event, 
until  that  time  forgotten,  which  usually  occurred  between  the  age 
of  two  and  four,  which  he  now  feels  confident,  indeed  he  declares 
he  “knows,”  must  have  been  the  starting  point  of  his  trouble. 
The  correctness  of  such  recollection  is  of  no  moment.  We  have 
seen  only  hints  of  abreaction  (page  348),  but  ours  were  not  war 
cases.  After  the  “recollection”  of  the  “important”  events  which 
seem  responsible  for  the  phobia,  and  the  patient  is  enabled  to  realize 
its  meaning,  the  latter  is  likely  to  be  greatly  modified,  possibly  re¬ 
lieved.  If,  however,  it  is  of  any  advantage  to  the  patient,  its  treat¬ 
ment  is  very  stubborn.3 

After  the  psychasthenic’s  emotional  symptoms  have  begun  to 
diminish,  he  may  complain  of  suddenly  appearing,  or  reappearing, 
physical  complaints :  temporary  cardiac  palpitation,  with  very  fre¬ 
quent  extrasystoles;  shortness  of  breath  (asthma);  etc.,  which 
may  suggest  serious  organic  maladies,  and  some  of  which,  as 
asthma,  the  patient  may  consider  worse  than  the  anxiety  (page 
99).  If  in  the  above  ways  anxiety  states  are  not  relieved,  we 
suspect  that  they  are  part  of  a  defense  mechanism  which  protects 
the  patient  in  some  social  maladjustment  not  complimentary  to 
himself,  or  one  which  it  is  almost  impossible  for  him  to  meet. 

This  last  possibility  was  illustrated  by  one  woman  whose  improvement  in 
the  hospital  was  most  gratifying,  but  who  soon  after  her  discharge  suffered 
a  return  of  all  her  symptoms.  Not  until  her  husband’s  death  did  we  learn 
that  his  habits  were  adequate  cause  of  her  maladjustments. 

If,  however,  anxiety  symptoms  are  too  easily  relieved,  we  suspect 
that  a  mistake  has  been  made  in  diagnosis ;  either  that  the  patient 
is  merely  a  neurasthenic  (page  306),  or  a  case  of  mild  manic- 
depressive  psychosis  with  a  conspicuous  superstructure  built  of 
psychasthenic  materials  but  which  now  spontaneously  has  reached 
its  termination.  If  the  patient  is  truly  psychasthenic,  his  present 
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relief,  even  though  it  may  be  great,  will,  when  later  crises  arise, 
be  followed  by  other  psychoneurotic  manifestations. 

Psychoanalysis. — In  the  treatment  of  anxiety  states  and  anxiety 
attacks  without  known  stimulus,  we  internists  can  do  little  by 
mental  exploration;  the  psychoanalyst,  probably,  can  accomplish 
much  more  by  analysis.  We  can,  however,  build  the  patient  up 
physically,  in  which  case  all  of  his  manifestations  will  become  less 
severe,  or,  at  least,  better  endured ;  we  can  educate  him  as  to  the 
nature  of  his  trouble  and  persuade  him  to  endure  his  symptoms 
patiently;  we  can  assist  him  to  reorganize  his  life;  and  we  can 
enlist  his  family  group  to  cooperate  in  our  treatment.  For  the 
scanty  improvement  which  these  measures  usually  afford,  few 
patients  are  more  grateful.  Indeed,  even  if  we  merely  save  him 
from  long  courses  of  physical  therapy,  from  drugs  or  placebos, 
and  from  surgical  operations  for  the  organic  diseases  suggested  by 
his  symptoms,  we  shall  have  accomplished  much. 

Of  course  we  are  only  too  conscious  of  the  criticism  which  the 
above  paragraphs  will  evoke  from  psychoanalysts,  whose  skill  we 
highly  respect  and  envy.  We  have  watched  their  successes  and 
also  their  failures.  We  would  repeat,  however,  that  in  this  chap¬ 
ter  we  speak  only  of  patients  with  psychasthenia  such  as  we  have 
defined  that  condition.  We  suspect,  moreover,  that  some  of  our 
confreres’  most  brilliant  cures  were  not  of  definitely  psychasthenic 
patients,  but  of  psychoneurotics  with  weak  conversion  trends. 
These  patients  need  no  long  analysis.  If  the  doctor  on  his  first 
one  or  two  visits  wins  their  confidence,  on  the  next  one  they  will 
say,  ‘‘There  is  something  I  forgot  to  tell  you  yesterday  which 
may  possibly  be  important,”  and  then  give  him  the  exact  infor¬ 
mation  he  desires. 

We  have,  however,  seen  some  severely  psychasthenic  patients 
greatly  aided  by  long  analysis  by  experts,  who  later  were  able  to 
follow  fairly  successful  careers.  They  were,  however,  never  well ; 
their  psychasthenic  trends  continued,  but  the  manifestations  of 
these  were  much  less  disturbing  to  them.  These  patients  remind 
us  of  others  cured  by  Christian  Science ;  that  is,  they  are  happy 
and  more  efficient,  simply  because  they  have  accepted  their  dis¬ 
abilities  and  therefore  have  ceased  to  build  upon  them  further 
anxiety  states.  Nevertheless,  they  usually  continue  to  regret  that 
for  some  reason  they  didn’t  actually  quite  “finish  the  cure,”  which 
for  them  is  never  finished. 

After  a  few  weeks,  but  not  over  six,  of  prolonged,  well-organ¬ 
ized  rest  and  reeducational  treatment,  the  patient  should  appear 
much  better  physically.  Doubtless  he  will  shrink  from  attacking 
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life’s  problems  anew,  and  will  beg  for  still  longer  treatment;  for 
“a  few  months  in  some  other  sanitarium” ;  for  permission  to  try- 
some  other  treatments  of  which  he  has  heard  to  “put  the  finish¬ 
ing  touches”  on  his  cure,  etc.  This  should  never  be  allowed.  Fur¬ 
ther  relief  probably  is  not  obtainable  through  treatment.  That  can 
come  only  by  his  “carrying  on”  in  active  life,  practicing  the  prin¬ 
ciples  taught  him.  In  fact,  the  latter  is  the  most  important  part 
of  the  “cure.”  He  should  return  to  his  home  and  go  to  work, 
and  all  of  his  family  should  aid  the  doctor  to  keep  him  there.  He 
will  always  suffer  more.  This  he  must  endure,  and  yet  try  to  lead 
a  useful  active  life  in  spite  of  it.  He  should,  however,  return  to 
his  doctor  at  regular  intervals  for,  like  an  eight-day  clock,  to  keep 
going,  he  requires  a  periodic  “winding  up.” 

The  treatment  of  the  obsessional  and  compulsive  states  is, 
in  general,  similar  to  that  of  anxiety  states,  but  the  results  are 
much  more  doubtful.  In  it,  mental  exploration  has  little  place. 
Even  the  psychoanalysts  admit  that  prolonged  analysis  alone  can 
help,  but  after  reading  their  case  reports,  we  wonder  if  it  even 
has  been  prolonged  enough.  Our  success  with  these  patients,  fol¬ 
lowing  Janet’s  methods,  depends  on  our  ability  to  aid  them  to 
adjust  their  life  to  their  power  of  performance;  to  keep  in  touch 
with  them,  and  urge  them  on,  using  authority  and  constantly  re¬ 
peated  encouragement ;  to  call  them  back  from  time  to  time  for  a 
repetition  of  the  “cure”;  and  to  organize  and  train  the  patient’s 
family  to  assist  us  in  every  way  which  may  help.  Indeed,  this  last 
often  is  the  best  that  we  can  do,  and  it  is  no  small  accomplishment 
to  spare  the  family  from  that  injury  which  the  emotional  para¬ 
sitism  of  these  patients  is  more  than  likely  to  inflict  (page  326). 

COMPULSION  DISEASE 

Stekel  reported  an  anxiety  condition  superficially  similar  to  a 
phobia,  which  he  designated  as  the  “compulsion  disease.”  This 
he  described  as  an  anxiety  state  grouped  around  some  secret, 
usually  the  discovered  sin  of  a  parent.  He  called  attention  to  the 
fact  that  many  of  the  mothers  of  the  past  generation  developed 
hysteria,  but  that  their  children  were  healthy.  The  mothers  of 
the  present  generation,  on  the  contrary,  are  not  hysterical,  but 
many  of  their  children  suffer  from  the  compulsion  disease.  The 
reason  for  this  difference  is,  he  says,  that  modern  mothers  no 
longer  repress  their  own  sex  urges,  no  longer  merely  dream  them, 
but  live  and  enjoy  them.  They,  therefore,  do  not  develop  hysteria. 
Their  children,  however,  discovering  their  parents’  sins,  and  there- 
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fore  losing  their  esteem  for  them,  suffer  an  injury  to  personality 
development  (page  267),  with  compulsion  disease  the  result. 

Stekel  claims  that  a  compulsion  is  not  the  same  as  a  phobia. 
The  victim  of  a  phobia,  says  he,  acts  under  the  psychic  imperative 
“I  cannot.”  His  anxiety  is  subjective;  it  is  he  who  will  suffer. 
That  of  the  patient  with  the  compulsion  disease,  on  the  other  hand, 
is  objective;  if  he  does  not  obey  his  compulsion,  some  one  else 
will  suffer. 

We  quote  this  opinion  of  this  well-known  psychopathologist, 
since,  while  the  picture  of  mothers  which  he  draws  may  not  en¬ 
tirely  apply  to  American  women,  yet  the  parents  of  to-day  cer¬ 
tainly,  as  never  before,  refuse  to  subscribe  to  those  moral  codes 
which  they  try  to  impose  on  their  children.  Also,  while  we  may 
not  often  see  the  exact  syndrome  which  he  describes,  nevertheless, 
American  children  of  to-day  certainly  do  present  far  too  many 
personality  problems.  The  lesson  for  us  is  obvious. 
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CHAPTER  XXV 


HYSTERIA 

Of  all  the  psychoneuroses,  hysteria,  to  the  general  practitioner, 
is  the  worst  stumbling  block.  Hysterical  patients,  in  the  past, 
often  have  been,  and  possibly  to-day  still  are,  treated  seriously  for 
organic  diseases,  the  list  of  which  resembles  the  index  of  a  treatise 
on  general  medicine  and  neurology.  Many  of  these  patients  must 
deceive  the  surgeons  also,  for,  of  a  group  of  these  patients  we 
recently  studied,  one-half  of  them  had  previously  submitted  to 
from  one  to  seventeen  surgical  operations,  the  most  of  them  major, 
for  conditions  which  we  believe  originally  must  have  been  purely 
psychogenic. 

While  all  of  the  various  psychoneurotic  reactions  which  enter 
into  neurasthenia  and  psychasthenia  may  be  manifested  at  times 
by  hysterical  patients  also,  yet  in  the  latter  they  are  not  dominant. 
Psychasthenia  patients,  also,  often  exhibit  conversion  phenomena, 
but  get  relatively  little  comfort  from  them.  Hysteria,  objectively 
considered,  is  a  disorder  of  behavior.  It  is  quite  natural  for  the 
normal  child  to  present  self-serving  symptoms,  but  only  the  hys¬ 
terical  adult.  It  is  the  latter  who  through  a  process  of  conversion 
transforms  the  most  or  all  of  the  energy  of  his  emotional  difficulties 
into  physical  dysfunctions,  and  presents  a  psychogenic  copy,  more 
or  less  complete,  of  some  serious  organic  disease,  with  all  emo¬ 
tional  and  intellectual  etiological  elements  apparently  absent.  His 
illness  is  a  theatrical  performance  convincingly  played  by  one  inno¬ 
cent  of  any  intent  to  deceive,  which  to  the  wise  doctor  sometimes  is 
comedy,  but,  to  the  unsuspecting  physician  and  to  the  patient’s  fam¬ 
ily,  always  involves  tragedy. 

The  mental  pattern  of  the  hysteric  is  marked  by  extravert  trends 
(page  3).  When  conditions  arise  in  his  social  life  which  to 
him  seem  unsurmountable,  he  escapes  into  an  hysterical  state.  He 
is  the  coward  of  life;  the  devices  he  uses  are  “alibi”  reactions. 
Neurasthenic  and  psychasthenic  patients,  because  of  their  mark¬ 
edly  introvert  mental  pattern,  when  confronted  by  similar  prob¬ 
lems  often  attempt  to  use  this  same  avenue  of  escape,  conversion, 
but  with  much  less  success  than  does  the  hysterical  patient.  They 
suffer,  and  bitterly,  from  their  anxiety  reactions;  the  hysteric,  at 
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first  a  little,  but  later  none  at  all.  He  has  disposed  of  all  his 
anxiety.  He  makes  others  suffer.  His,  from  a  selfish  point  of 
view,  is  the  only  successful  method,  for,  thanks  to  it,  he  is  entirely 
exonerated  from  all  blame.  This  results  from  the  fact  that  in 
direct  proportion  as  his  clinical  condition  resembles  some  well- 
recognized  and  serious  organic  disease,  “any  one  can  see  that  it  is 
clearly  impossible,,  for  him  to  try  to  meet  his  problems.  He, 
therefore,  is  not  criticized  but  is  pitied  and  praised  for  the  little 
he  does  do.  Since  he  believes  firmly  in  the  genuineness  of  his 
illness,  he  never  blames  himself.  He,  therefore,  is  quite  at  peace 
with  himself  and  with  the  world. 

Hysterical  patients  come  to  us  blind,  deaf,  speechless,  paralyzed, 
with  tremors,  contractures,  tic-like  rhythmical  movements,  breath¬ 
ing  rapidly,  coughing,  or  vomiting,  etc.,  always  apparently  with 
some  very  serious  disease,  yet  none  of  them  seem  to  be  in  pain 
or  worried,  unhappy,  depressed,  or  exhausted.  The  present  ill¬ 
ness  over,  the  hysterical  patient  is  discharged  as  well,  and  may  con¬ 
tinue  so  until  another  social  problem  arises,  from  which  he  may  in 
like  manner  escape ;  although  the  clinical  picture  he  then  will  pre¬ 
sent  doubtless  will  be  very  different  from  the  present.  Other 
patients  with  hysteria  are  continuously  incapacitated.  They  pre¬ 
sent  one  hysterical  state  after  another  without  rhyme  or  reason. 
They,  however,  belong  to  the  psychiatrists. 

WAR  HYSTERIA  1 

The  hysteria  easiest  to  understand  is  that  presented  by  soldiers 
under  war  conditions.  The  study  of  their  nervous  disabilities 
brought  a  certain  degree  of  order  out  of  the  chaos  of  our  previous 
ideas  concerning  all  the  psychoneuroses.  “Shell  shock”  in  some 
cases  proved  to  be  neurasthenic  in  type  (page  307),  but  the  ma¬ 
jority  were  hysterical.  The  clinical  pictures  these  latter  soldiers 
presented,  however,  were  much  more  clean-cut  than  is  the  hysteria 
of  civil  life,  since  its  causation  was  simple,  its  mental  factors  easily 
elucidated,  and  its  symptoms,  if  not  of  long  standing,  easy  of 
removal. 

“Shell  shock”  at  first  was  explained  on  the  basis  of  physical 
lesions,  and  all  of  its  symptoms  were  treated  medically  and  sur¬ 
gically.  Aphonia  was  treated  as  laryngitis ;  contractures,  as  sur¬ 
gical  conditions  ;  vomiting,  even  when  epidemic,  as  gastritis ;  trench 
feet  (an  hysterical  dorsiflexion  or  contraction  of  the  toes  with  an¬ 
esthesia  of  the  stocking  variety),  as  frost  bite;  camptocormia,  or 
bent  back,  as  an  orthopedic  problem;  while  the  mental  symptoms 
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which  developed  in  these  cases  were  attributed  to  minute  hemor¬ 
rhages  in  the  brain.  By  such  measures  the  Army  Medical  Staffs 
at  first  often  were  able  to  “cure”  the  above  symptoms,  but,  later, 
only  to  see  new  ones  develop. 

Soon,  however,  it  was  recognized  that  “shell  shock”  was  “fright 
shock” ;  that  is,  was  hysteria,  the  result  of  a  deep-seated  train  of 
pathological  mental  processes  set  in  motion  by  some  terrifying 
experience,  which  was  the  starting  point  of  a  dissociation  of  con¬ 
sciousness.  The  “fright-shocked”  man  at  first,  though  in  a  state 
of  extreme  terror,  was  in  contact  with  his  environment  and  could 
be  aroused  by  a  wise  officer.  The  “complete  loss  of  memory”  of 
this  traumatizing  experience,  however,  did  not  occur  until  the  pa¬ 
tient  reached  the  hospital  or  his  home.  Every  graduation  of  this 
process  occurred,  between  a  brief  loss  of  consciousness  after  the 
shell  burst  and  a  loss  of  memory  for  the  lifetime;  but  the  mental 
processes  involved  in  both  were  identical. 

The  majority  of  the  soldiers  who  shared  the  same  experiences 
as  their  shell-shocked  comrades  did  not  develop  war  hysteria. 
Those  who  received  physical  injuries  (unless  self-inflicted  wounds) 
did  not,  while  the  majority  forgot  none  of  the  details  of  these 
same  trying  experiences  and  later  related  them  freely.  Those  who 
developed  war  hysteria  were  the  ones  who  “forgot.” 

Similar  hysterical  states  developed  also  among  soldiers  none  of 
whose  experiences  were  terrifying,  but  who  reacted  badly  to  the 
conditions  of  war  life  in  general:  to  resentment  against  authority; 
to  remorse  at  supposed  lapses  of  duty;  to  mental  conflicts  over 
domestic  troubles,  etc.  These  experiences,  also,  were  similarly 
“forgotten,”  and,  although  absent  from  consciousness,  proved  pro¬ 
ductive  of  hysterical  symptoms.  War  hysteria  was  a  running  away 
from  the  stress  of  war  life;  the  hysterical  state  was  a  “psycho¬ 
logical  dugout” ;  the  memory  of  the  psychic  trauma  causing  it  was 
“forgotten,”  that  is,  could  not  be  revived  in  consciousness,  and  yet 
continued  active  in  the  sphere  of  the  subconscious,  producing  clin¬ 
ical  symptoms,  both  physical  and  mental :  in  the  somatic  sphere, 
paralyses,  anesthesias,  tremors,  stammers,  mutism,  aphonia,  deaf¬ 
ness,  etc. ;  in  the  mental,  “fits”  and  fugues,  dreams,  delusions,  at¬ 
tacks  of  delirium,  etc. ;  all  of  which  symptoms  represent  an  ab¬ 
normal  form  of  discharge  for  quantities  of  excitation  which  had 
not  been  disposed  of  otherwise  (conversion). 

The  proper  treatment  of  cases  of  war  hysteria  was  the 
revival  of  the  suppressed  memories.  That  element  in  it,  how¬ 
ever,  which  alone  brought  relief,  was  not  the  recall  of  these  mem¬ 
ories,  but  the  overcoming  of  the  emotional  resistance  which  the 
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patient  felt  to  such  recall.  It  seemed  as  though  with  these  sup¬ 
pressed  memories  the  emotions  attending  them  also  were  pent-up 
and  continued  so  under  considerable  tension.  They,  therefore, 
occasionally  would  “pop  out”  in  the  form  of  terrifying  dreams, 
fits,  tremors,  and  other  symptoms  of  these  hysterical  states.  If, 
however,  the  patient  could  be  helped,  by  the  revival  of  the  original 
experiences,  to  “open  the  box  wide,”  he  got  relief. 

The  method  of  this  treatment  which  Culpin  described  is  as  fol¬ 
lows:  the  patient,  lying  comfortably  on  a  couch,  was  asked  to 
visualize  his  first  terrifying  experience.  He  at  first  objected,  then 
made  very  general  statements ;  but,  encouraged  to  enlarge  on  each 
memory  which  seemed  to  have  an  emotional  content,  the  doctor 
by  his  questions  leading  him  along  the  line  of  his  greatest  emotion, 
he  soon  began  to  live  these  experiences  over  again,  describing  them 
with  more  than  hallucinatory  vividness,  and  acting  them  out  with 
unusual  histrionic  ability.  In  other  words,  this  process  of  mental 
exploration  induced  a  true  hypnoidal  state.  The  patient  at  once 
again  forgot  the  incidents  he  had  just  described,  and  later  often 
denied  all  recollection  of,  or  had  only  vague  recollection  of,  having 
just  related  them.  He,  therefore,  was  at  once  made  to  revisual¬ 
ize  these  same  incidents,  which  was  not  always  easy.  This  re¬ 
vival  in  consciousness  against  this  resistance  of  the  most  im¬ 
portant  memories  was  often  preceded  by  an  “abreaction” ;  that  is, 
by  a  marked  emotional  outbreak,  the  patient,  trembling  and  with 
face  flushed,  sometimes  jumping  up  from  the  couch  and  even 
trying  to  escape.  The  resistance  met  at  first  was  in  large  part  on 
the  conscious  level,  yet  deeper  resistance  also  underlay  this,  for 
the  most  important  memories  of  all  were  the  deepest. 

Those  doctors  who  encouraged  their  patients  with  war  hysteria 
to  repress  still  more  their  emotional  experiences,  sometimes  suc¬ 
ceeded  in  making  them  fit  to  meet  the  future  strains  of  life.  The 
method  of  revival  described  above  often  was  a  more  painful 
form  of  treatment  than  the  latter,  but,  if  successful,  its  results 
were  much  better.  If,  however,  the  physician  failed  to  revive  these 
memories,  acute  exacerbations  of  the  symptoms  followed  and  the 
patients  resisted  further  treatment. 

In  addition  to  the  above-described  psychotherapy,  these  soldiers 
needed  also  rest  and  general  building-up  treatment.  Nevertheless, 
the  important  anxiety  factor  present  could  be  relieved  by  psycho¬ 
therapy  alone,  and  the  more  chronic  the  cases  the  longer  this  took. 

In  from  60  to  90  percent  of  the  cases  of  war  hysteria,  however, 
further  study  showed  that  the  deepest  and  most  important  re¬ 
pressions  of  all  had  antedated  the  war,  and  had  in  a  large  degree 
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made  possible  the  development  of  “shell  shock.”  Nevertheless, 
however  normal  a  man  may  be,  if  exposed  to  strenuous  war  con¬ 
ditions  for  a  sufficiently  long  period,  he  eventually  will  “break.” 

Many  of  the  soldiers  with  apparently  cured  war  hysteria  later 
had  difficulty  in  resuming  civil  occupations.  Their  symptoms  re¬ 
curred  ;  they  were  inefficient,  truculent,  irritable ;  employers 
doubted  them.  This  led  to  the  development  in  them  of  further 
psychoneurotic  conditions.  Still  other  cases  of  war  hysteria  started 
in  their  development  after  the  war  was  over.  This  was  especially 
true  of  veterans  dissatisfied  with  their  service  disability  or  pen¬ 
sion.  These  were  hard  to  rehabilitate.  They  may  have  had  no 
conscious  desire  to  capitalize  their  disabilities,  yet  hysterical  con¬ 
ditions  of  the  same  nature  as  “shell  shock”  developed.  This,  la 
psychose  de  revendication,  which  is  almost  incurable,  is  the 
psychoneurosis  often  seen  in  the  industries. 

The  posttraumatic  psychoneurotic  states  which  follow  railroad 
and  industrial  accidents  (page  307),  but  without  visible  physi¬ 
cal  injury,  also  were  at  first  explained  as  due  to  degenerations 
in  the  cord,  to  meningeal  irritation,  to  bruises  of  the  brain  cortex, 
etc.  But  these  also  are  strictly  mental,  founded  upon  highly  sig¬ 
nificant  but  forgotten  incidents  (psychic  traumas)  of  the  accident. 
In  the  majority  of  these  cases,  also,  the  conditions  found  hark 
still  farther  back  to  earlier,  more  deeply  suppressed,  experiences. 
The  treatment  for  them  also  is  to  cause  them  to  remember  and 
to  reproduce  these  scenes  in  a  state  of  self -hypnosis.  Like  the 
war  veterans,  the  industrial  workers,  if  dissatisfied  with  their  dis¬ 
ability  allowances,  may  develop  further  psychoneurotic  states. 

In  a  similar  way,  repression  and  conflict  within  the  mental 
life  are  the  essential  factors  which  underlie  and  explain  the  hy¬ 
sterias  of  civil  life.  In  all  cases  there  is  a  loss  of  memory  for 
strongly  emotional  incidents,  and  especially  of  those  involving  fear ; 
and  this  “forgetting”  plays  a  great  part  in  the  production  of  hy¬ 
sterical  syndromes.  Just  as  the  soldiers’  belief,  aided  by  prevalent 
medical  ideas,  in  physical  “concussion  of  the  brain”  was  their  de¬ 
fense  against  the  revival  of  their  past  emotions,  and  the  physical 
symptoms  they  presented  for  treatment  were  the  results  of  con¬ 
version,  so  the  civil  patient  also  talks  of  his  stomach,  his  heart 
and  nerves,  and  denies  any  disturbance  of  his  emotional  life.  The 
result  of  such  substitutionary  processes  is  a  deterioration  of  stam¬ 
ina  which  is  roughly  proportional  to  the  duration  of  the  condi¬ 
tion.  One  marked  difference,  however,  exists  between  the  cases 
of  war  and  of  civil  hysteria.  The  present  illness  in  the  latter,  ex¬ 
cept  in  cases  of  children,  usually  is  not  the  patient’s  first  actual 
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hysterical  illness ;  also,  the  civil  hysterical  patients  usually  are  con¬ 
stitutionally  much  inferior  to  soldiers,  a  group  carefully  selected 
on  grounds  of  general  fitness. 

SYMPTOMS  OF  HYSTERIA 

The  nervous  manifestations  of  hysteria  have  been  classified  as 
the  convulsive  and  the  paralytic;  and  the  convulsive,  in  turn,  as 
major  and  minor  in  degree. 

Convulsive  hysteria  in  its  minor  forms  includes  spells  of 
uncontrollable  laughing,  of  crying,  or  alternately  of  both ;  the  sen¬ 
sation  of  choking,  as  by  a  ball  rising  in  the  throat  (the  globus 
hystericus)  ;  states  of  muscular  tension,  the  patient  lying  rigid 
for  minutes  or  hours,  apparently  unconscious  and  yet  resisting 
every  attempt  made  to  disturb  him;  and  single  convulsive  move¬ 
ments,  as  of  the  head.  These  manifestations  have  great  impor¬ 
tance,  since  so  often  they  occur  in  early  life,  at  about  puberty.  The 
history,  therefore,  that  an  adult  had  manifested  one  of  them  dur¬ 
ing  childhood,  strongly  suggests  hysteria  as  the  diagnosis  for  any 
present  illness.  But  they  occur,  although  rarely,  in  adults  also. 
A  man  of  middle  age,  and  without  any  reason  which  he  can  give, 
may  fall  to  his  knees  sobbing  violently. 

Hysterical  tremors  may  be  of  all  types  and  all  speeds,  but 
usually  they  are  “coarse,”  and,  excepting  in  children  whose  hyster¬ 
ical  tremors  are  fairly  simple,  are  more  or  less  polymorphous  (page 
209).  On  the  presence  of  a  tremor  alone,  however,  the  diagnosis 
of  hysteria  should  never  rest. 

Major  Convulsions. — The  attacks  which  belong  to  the  major 
convulsive  group  vary  greatly  in  severity.  The  mildest  are  merely 
generalized  spasmodic  movements,  associated  with  slightly  im¬ 
paired  consciousness ;  the  severest  resemble  epilepsy  closely ;  but 
the  most  typical  of  all  are  the  spectacular  performances  of  hystero- 
epilepsy.  These  last  are  not  convulsions  at  all,  but  are  brief 
dramas,  the  patient  by  well-coordinated  and  purposive,  slow,  writh¬ 
ing  and  struggling  movements  (never  the  tonic  and  later  quick 
clonic  jerking  movements  of  epilepsy)  producing  clownish  and 
often  remarkably  dramatic  effects.  Such  “attacks”  are  often  pre¬ 
ceded  by  a  long  prodromal  period  of  unrest,  emotional  depression, 
anxiety,  and  tense  bodily  states.  At  the  onset  of  such  an  episode 
the  patient  sinks  slowly  to  the  floor  and  then  apparently  proceeds 
to  review  some  emotional  experience.  During  this  episode  he 
often  screams ;  he  often  assumes  the  position  of  opisthotonos ;  he 
often  grinds  his  teeth.  He  may  bite  his  tongue  just  a  little,  or 
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otherwise  hurt  himself  slightly,  yet  the  injury  is  always  trivial. 
His  face  is  never  in  spasm,  but  expresses  a  dreamlike  or  emotional 
state.  He  does  not  pass  his  water  or  move  his  bowels;  he  may 
tear  his  clothes  and,  if  one  try  to  restrain  him,  he  may  tear  the 
latter’s  also,  for  by  purposeful  movements  he  definitely  resists 
restraint.  As  a  rule,  the  patient  recovers  from  such  attacks 
promptly,  often  with  a  scream,  but  never  with  the  headache  or 
drowsiness  which  usually  follows  true  epileptic  convulsions.  Or 
such  seizures  may  be  followed  by  vivid  visual,  auditory,  and,  most 
important,  sexual  hallucinations,  serious  because  of  the  false  accu¬ 
sations  they  suggest  against  those  present.  Still  other  patients, 
following  an  attack,  pass  through  a  brief  period  during  which 
catatonia  is  a  prominent  symptom;  others  pass  into  a  lethargic, 
trance-like  state,  which  may  persist  for  days  (the  “living  dead” 
cases).  Later,  one  finds  that  the  amnesia  of  the  period  of  the 
attack  is  partial,  that  is,  island-like;  and  yet  some  say  that  it 
may  be  cleared  up  entirely  by  association  tests,  by  hypnosis,  or 
when  questioned  after  the  administration  of  amytal. 

These  attacks  of  hystero-epilepsy  are  very  seldom  seen  now,  and, 
remarkable  to  relate,  very  few  of  them  were  during  the  Great 
War,  which  furnished  just  the  conditions  under  which  such  mani¬ 
festations  might  have  been  expected.  This  is  not  because  to-day 
there  are  fewer  hysterical  patients,  but  because  the  latter  have  not 
been  unconsciously  trained  to  produce  them. 

Typical  hysterical  epileptiform  attacks  may  occur,  also,  as  early 
symptoms  of  certain  organic  brain  lesions,  in  patients  previously 
neither  epileptic  nor  hysterical.  Among  these  diseases  are:  epi¬ 
demic  encephalitis;  cerebral  trauma  (the  most  important),  espe¬ 
cially  the  microscopic  lesions  received  at  birth ;  syphilitic  menin¬ 
gitis;  hemorrhagic  meningitis;  gumma;  brain  tumors;  and  septic 
encephalitis. 

The  major  convulsive  attacks  of  hysteria  which  are  of  great¬ 
est  interest  to-day,  however,  are  not  the  above,  but  those  which 
more  closely  resemble  the  convulsions  of  true  epilepsy.  And,  in¬ 
deed,  epileptic  these  may  be,  although  usually  classified  under  the 
title  “effect  epilepsy”  (page  391).  The  differential  diagnosis  be¬ 
tween  hysteria  and  epilepsy  always  is  very  difficult,  since  many 
true  epileptics  are  extremely  hysterical.  The  fact,  therefore,  that 
a  true  epileptic  presents  also  many  undoubted  hysterical  attacks 
should  not  alter  our  opinion  as  to  his  grand  mal.  Also,  some  think 
that  a  purely  functional  (hysterical)  convulsion,  if  repeated  often 
enough,  may  become  a  fixed  pattern  for  later  convulsions  appar¬ 
ently  as  uncalled  for  as  are  those  of  epilepsy  (page  396).  And, 
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finally,  no  purely  hysterical  convulsive  seizures,  even  a  simple  tic 
(page  210),  is  entirely  psychogenic,  for  in  the  production  of  all  of 
them  the  pyramidal  system  would  seem  to  play  an  active  part 
(Notkin). 

Hysterical  Tics. — To  the  hysterical  major  convulsive  group 
belong  also  a  great  variety  of  only  fairly  rhythmical  coordinated 
impulsive  movements,  the  so-called  hysterical  tics.  Among  these 
are :  alternate  flexion  and  extension,  also  pronation  and  supination, 
of  the  arms ;  rhythmic  nodding ;  rotating  and  tossing  of  the  head, 
each  toss  accompanied  sometimes  by  a  bark-like  cough ;  rhythmical 
spasms  of  the  muscles  of  one  side  of  the  face,  often  with  spas¬ 
modic  deviation  of  the  tongue  to  the  same  side ;  clonic  contractions 
of  the  sternomastoid  and  other  muscles  of  one  side  of  the  neck, 
never  of  one  alone,  producing  movements  simulating  those  of 
spasmodic  torticollis  (if  indeed  these  are  in  any  way  different)  ; 
blepharospasm,  most  common  in  children;  spasmodic  contraction 
of  the  eye  muscles,  usually  producing  a  convergent  squint ;  rhyth¬ 
mical  movement  of  the  jaw;  flexion  of  the  hip;  rhythmical  spasms 
of  the  muscles  of  one  side  of  the  abdomen,  bending  the  trunk 
(page  380). 

Hysterical  tics  differ  from  the  true  tics  (page  210)  in  that 
the  movements  are  not  quite  rhythmical,  are  not  quite  uniform  in 
type,  there  is  no  evidence  of  distress  when  the  patient  attempts  to 
control  them,  and  they  yield  readily  to  suggestion.  In  direct  pro¬ 
portion,  however,  as  these  movements  are  characterized  by  marked 
uniformity,  should  they  suggest  the  presence  of  an  Organic  disease, 
especially  dementia  praecox.  The  final  diagnosis  of  a  case  with 
a  tic  alone  may  for  several  years  not  be  possible. 

The  arrhythmic,  choreiform  movements  of  hysterical  chorea 
may  involve  few  or  many  muscles,  sometimes  those  of  one  entire 
half  of  the  body  (hemichorea).  While  these  movements  are 
choreiform,  nevertheless,  they  are  much  better  coordinated  and 
are  less  varied  than  those  of  the  organic  choreas.  They  might 
better  be  interpreted  as  combinations  of  several  hysterical  tics. 

While  hysterical  choreas  certainly  do  occur,  as  imitation  chorea 
and  epidemic  chorea  prove,  yet  many  of  the  cases  which  formerly 
would  have  been  pronounced  hysterical  are  now  known  to  be  due 
to  organic  lesions  of  the  parapyramidal  tracts,  especially  those 
following  encephalitis.  A  diagnosis  of  postencephalitic  chorea 
should  not  be  considered,  however,  unless  the  spinal  fluid  and 
physical  signs  of  the  patient  furnish  other  evidences  of  this  infec¬ 
tion.  For  this  reason,  the  diagnosis  of  a  recent  case  was  difficult, 
since  the  patient,  a  girl  eighteen  years  of  age,  had  shown  evidences 
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of  hysteria  before  the  epidemic  of  encephalitis.  Again,  persons  not 
originally  hysterical  may  build  a  definitely  hysterical  psychic  super¬ 
structure  on  the  organic  foundation  furnished  by  encephalitis  and 
other  brain  infections.  On  the  other  hand,  the  choreiform  affec¬ 
tions  which  definitely  follow  severe  emotional  traumata,  and  which 
recover  rapidly  under  suggestive  treatment,  should  not  be  consid¬ 
ered  as  evidences  of  major  hysteria  unless  other  grounds  for  this 
diagnosis  also  are  present. 

The  Paralytic  Form  of  Hysteria. — Among  the  hysterical  pa¬ 
ralyses  are  hemiplegia  (the  most  common),  facial  paralysis,  ptosis 
(common),  brachial  paralysis  (common),  paraplegia  (quite  com¬ 
mon),  and  monoplegia.  There  is,  indeed,  no  form  of  organic 
paralysis  which  the  hysterical  person  may  not  simulate.  The  most 
common  mistakes  in  diagnosis,  however,  involve  cases  of  hysterical 
paraplegia  of  the  legs,  hemiplegia,  and  pseudolateral  sclerosis. 

The  hysterical  paralyses  differ  from  those  due  to  organic  dis¬ 
eases  in  several  points,  and  yet  there  is  not  a  single  sign  of  organic 
paralysis  which  has  not  been  reported  as  present  in  hysterical  cases. 
The  hysterical  “paralysis”  is  more  often  a  paresis  than  a  paralysis ; 
it  usually  develops  more  slowly  than  does  that  due  to  a  vascular 
lesion,  as  a  cerebral  hemorrhage,  and  yet  more  rapidly  than  does 
that  due  to  chronic  organic  diseases,  as  brain  tumor;  there  is  no 
other  evidence  in  the  body  of  an  organic  disease  which  might 
cause  such  a  paralysis;  the  hysterical  clinical  picture  has  not  the 
constancy  of  the  organic  cases,  but  shows  marked  remissions  and 
exacerbations;  the  clinical  picture  often  is  absurd  on  the  basis  of 
anatomy,  as,  for  illustration,  a  mixed  (opposite  arm  and  leg),  or 
an  alternating,  hemiplegia;  it  is  apt  to  be  massive,  that  is,  to  in¬ 
volve  an  entire  limb ;  the  sensations  over  the  paralyzed  limbs,  also, 
often  are  involved ;  the  paralysis  frequently  is  associated  with 
aphonia  or  with  paralysis  of  the  bladder;  if  a  limb  is  only  par¬ 
tially  paralyzed,  it  is  more  often  the  proximal  than  the  distal 
segment  which  is  the  weaker ;  the  paretic  muscles  are  also  ataxic. 
The  hysterical  patient  often  demonstrates  the  “weakness”  of  one 
set  of  muscles  by  the  spasm  of  their  antagonists,  thus  forcibly 
holding  the  body  or  limb  in  that  position  which  suggests  weakness. 

One  “pitiful”  young  woman  was  “too  weak  even  to  sit  up.”  Our  attempt 
to  raise  her  to  a  sitting  posture  resulted  in  a  wrestling  match,  so  powerfully 
did  she  contract  the  muscles  in  her  back.  She  won. 

In  hysterical  paralyses  the  reflexes  are  never  lost ;  often  they 
are  overactive,  that  is,  they  are  increased  in  amplitude,  but  are 
not  pathologically  exaggerated.  (One  must  not  be  deceived  by  a 
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spurious  hysterical  ankle  clonus,  which  is  characterized  by  its  vary¬ 
ing  intensity.)  On  the  other  hand,  it  is  insisted  by  some  that  in 
pure  hysterical  paralysis  the  knee-kicks  may  temporarily  be  absent, 
and  that  Babinski’s  great  toe  reflex  may  be  positive.  Any  case  of 
paraplegia  of  the  legs  without  vesical  or  rectal  involvement  usually 
is  hysterical.  It  undoubtedly  is,  if,  later,  it  clears  up.  The  cuta¬ 
neous  reflexes  are  intact;  the  plantar  reflex  is  normal;  there  may 
be  paralysis  on  the  other  side  also;  there  is  no  disturbance  of  the 
sphincters,  and  no  trophic  disturbances.  In  hysterical  hemiplegia, 
the  discrepancies  so  often  present  betray  the  condition :  as  aphasia 
associated  with  a  right-sided  hemiplegia  in  a  right-handed  patient ; 
an  equinovarus  position  of  the  feet,  if  they  are  involved;  the  ab¬ 
sence  of  trophic  changes  in  the  skin,  of  muscular  atrophy,  and, 
even,  in  long-standing  cases,  of  the  electrical  reactions  of  degen¬ 
eration,  unless  marked  vasomotor  changes  also  have  been  present, 
in  which  case  rapid  muscular  atrophy  may  develop. 

In  all  doubtful  cases  of  hemiplegia  two  tests  are  of  value.  The 
patient,  lying  flat  on  his  back  on  the  bed,  is  told  to  sit  up  without 
the  aid  of  his  hands.  If,  as  he  does  so,  both  heels  press  down 
against  the  bed,  the  paralysis  is  hysterical,  since  were  it  organic 
the  paralyzed  leg  would  flex  at  the  hip,  raising  the  heel  from  the 
bed.  The  second  (Hoover’s)  test  is  made  as  follows:  The  patient 
lies  on  his  back  on  the  bed  while  the  observer,  standing  at  its  foot, 
slips  one  hand  under  each  of  his  heels.  The  patient  is  then  told 
to  raise  the  paralyzed  leg  from  the  bed.  If,  while  he  tries  to  do 
this,  the  heel  of  the  normal  leg  exerts  no  downward  pressure,  the 
case  is  one  of  hysteria. 

Hysterical  paralysis  of  the  face  usually  is  unilateral  and  often 
is  limited  to  the  areas  of  distribution  of  the  lower  branches  of  the 
facial  nerve.  These  “paralyzed”  muscles,  however,  often  take 
active  part  in  coordinated  movements,  such  as  the  blowing  out  of 
a  match.  Hysterical  ptosis  often  is  bilateral  and  becomes  accen¬ 
tuated  when  the  patient  tries  to  open  his  eyes.  During  this  effort 
the  frontalis  does  not  contract,  as  it  would  were  the  paralysis 
organic.  In  cases  of  hysterical  unilateral  ptosis  the  eyebrow  on 
the  affected  side  is  the  lower  of  the  two;  in  organic  cases,  it  is 
the  higher. 

Astasia-abasia,  a  form  of  hysterical  paraplegia,  is  the  loss  of 
power  to  stand  or  to  walk  in  patients  whose  limbs,  when  lying 
down,  can  be  proven  to  have  normal  muscular  strength  and  per¬ 
fect  coordination. 

Other  hysterical  disturbances  of  gait  include  a  form  of  mus¬ 
cular  spasticity  which  makes  the  patient  either  walk  with  a  stiff 
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gait  (all  such  cases,  however,  are  open  to  doubt,  since  possibly 
organic),  or,  instead  of  walking,  to  progress  by  a  succession  of 
spring-like  hops  (the  saltatory  gait). 

While  in  hysteria  almost  any  of  the  voluntary  muscles  may  be 
involved  in  a  contracture,  the  most  common  forms  of  this  are : 
flexion  of  the  elbow,  wrist,  and  fingers  which  tightly  grasp  the 
thumb;  flexion  of  the  joints  of  one  leg  (or  of  both),  with  inver¬ 
sion  of  the  foot  and  flexion  of  the  toes;  spastic  closure  of  the 
jaws  (hysterical  trismus).  While  such  contractures  at  first  are 
strictly  functional,  and  so  relax  during  sleep  and  when  the  patient 
is  completely  anesthetized,  later,  they  may  become  permanent  be¬ 
cause  of  changes  in  the  muscles  themselves,  due  to  their  prolonged 
immobility. 

An  hysterical  scoliosis  of  the  spine  may  be  due  either  to 
unilateral  spasm  of  the  muscles  of  the  back,  or  to  that  of  those 
of  one  hip,  as  a  result  of  which  the  pelvis  is  tilted  (camptocormia). 
In  such  cases  compensatory  curves  do  not  appear  in  the  unaffected 
portions  of  the  spine,  as  is  the  case  in  nonhysterical  cases. 

Hysterical  contractures  of  the  diaphragm  and  abdominal 
muscles  combined  with  meteorism  and  lordosis  of  the  spine  ex¬ 
plain  the  phantom  tumors  (and  pseudocyesis)  of  the  lower  ab¬ 
domen,  which  disappear  under  general  anesthesia. 

The  extreme  muscular  fatigability  seen  in  cases  of  hysteria 
may  readily  be  differentiated  from  that  of  myasthenic  gravis,  since 
in  the  latter  the  asthenia  is  always  most  pronounced  in  the  muscles 
innervated  by  the  cranial  nerves. 

The  very  common  hysterical  disturbances  of  sensation  (an¬ 
esthesias,  hyperesthesias,  analgesias,  hypalgesias  and  hyperal¬ 
gesias),  long  considered  as  the  most  typical  manifestations  of  hy¬ 
steria  but  present  usually  in  long-standing  cases  only,  may  be  uni¬ 
lateral,  patch-like,  or  regional.  Anesthesia  (or,  as  usually  is  the 
case,  hypesthesia)  to  touch  only  is  a  very  common  sign  of  hysteria, 
and  yet  is  not  recognized  by  the  patient  until  it  is  suggested  to 
him.  Three  hundred  years  ago  this  was  the  “sign  of  the  devil’s 
claw,”  and  its  discovery  led  to  the  execution  of  even  hundreds  of 
nonhysterical  victims,  its  presence  in  them  easily  understood  be¬ 
cause  of  the  terror  which  such  judicial  examination  would  arouse 
during  a  period  when  witchcraft  was  an  accepted  belief. 

Often  one  only  of  the  skin  sensations  is  lost  or  reduced,  while 
the  others  remain  normally  keen.  An  hysterical  hypesthesia  to 
touch,  or  to  pain  only,  with  touch  and  temperature  normal,  often  is 
limited  to  the  paralyzed  or  weak  half  of  the  body.  It  may,  how¬ 
ever,  be  present  in  patients  without  any  motor  disturbances,  and 
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in  such  cases  be  universal  or  patchy.  When  unilateral,  it  may 
include  also  the  special  senses  of  the  same  side.  It  may  involve 
also  the  mucous  membranes,  especially  those  of  the  pharynx  (often 
considered  of  great  diagnostic  importance)  and,  although  this  is 
seldom,  the  conjunctival  mucosa.  Such  anesthesias  are  demon¬ 
strable  only  when  the  patient  is  conscious  of  what  the  doctor  is 
testing  for. 

It  is  important  in  the  diagnosis  of  hysterical  disturbances  of  sen¬ 
sation  that  the  skin  areas  involved  correspond  to  any  popular  but 
incorrect  idea  of  nerve  distribution  (for  example,  the  “glove”  and 
“stocking”  types)  ;  also,  that  the  margins  of  the  anesthetic  areas 
are  much  too  sharp  and  often  shift  considerably.  To  find  the  con¬ 
dition  fairly  constant  suggests  an  organic  lesion  as  cause. 

Hemianesthesia,  formerly  diagnosed  always  as  hysterical,  may, 
as  now  is  well  known,  be  due  to  lesions  of  the  sensory  cortex,  of 
the  posterior  third  of  the  internal  capsule,  and  of  the  thalamus. 
A  thalamic  lesion  is  suggested  if  the  hemianesthesia  is  accom¬ 
panied  by  any  of  the  following  features  of  the  thalamic  syndrome : 
central  pains;  slight  hemiparesis ;  ataxia  and  astereognosis  of  the 
opposite  half  of  the  body  in  association  with  hemiataxia  on  the 
afifected  side ;  choreo-athetoid  movements ;  hemianopia  with  visual 
hallucinations ;  paralysis  of  the  muscles  of  emotional  facial  expres¬ 
sion  on  the  affected  side,  their  voluntary  control  being  retained; 
disturbances  of  deep  sensibility ;  disturbances  of  the  postural  sense ; 
increased  reflexes ;  and  the  absence  of  Babinski’s  sign.  The  ab¬ 
sence  of  this  last  sign  is  the  probable  reason  why  formerly  the 
hemiplegias  with  hemianesthesia  due  to  small  thalamic  lesions 
were  so  often  wrongly  diagnosed  as  hysterical. 

Local  points  of  hyperesthesia,  which  also  are  painful  on  pres¬ 
sure,  are  among  the  most  common  of  hysterical  manifestations. 
These  in  hysteria  are  the  skin  over  ovaries,  the  breasts,  the  pit 
of  the  stomach,  and  over  the  spinous  process  of  a  few  or  all  of 
the  vertebrae.  Pressure  at  one  of  these  points  may  precipitate  an 
hysterical  attack.  Normal  persons  also,  however,  are  fairly  sen¬ 
sitive  at  these  same  points.  Hysterical  hyperesthesia  often  in¬ 
volves  the  scalp,  especially  over  the  sagittal  suture  and  the  occiput, 
and  explains  the  clavus  hystericus,  an  agonizing  pain  which 
feels  as  though  a  nail  is  being  driven  into  the  skull.  These  hy¬ 
sterical  points  may  lead  the  internist  astray  when  so  located  that 
they  suggest  gastric  ulcer,  gall  bladder  disease,  appendicitis,  or 
pelvic  troubles.  Not  always,  however,  are  such  local  areas  of 
hyperesthesia  hysterical.  Some  are  to  be  explained  as  illustra¬ 
tions  of  Head’s  zones  of  viscerocutaneous  referred  pain,  some 
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are  evidence  of  spondylitis,  and  others,  brachial,  are  due  to  a 
cervical  rib  or  to  some  other  definite  lesion.  The  acute  tender¬ 
ness  on  pressure  which  some  nonhysterical  persons  feel  over  the 
right  iliac  vessels  (but  over  the  abdominal  aorta  and  left  iliac  also) 
doubtless  often  has  led  to  a  diagnosis  of  appendicitis. 

Hysterical  disturbances  of  sight,  smell,  taste  and  hearing 
are  common.  Those  of  vision  include  hemianopia,  photophobia 
due  to  retinal  hyperesthesia,  and,  possibly,  temporary  bilateral 
blindness,  although  usually  one  eye  only  is  blind.  Until  his  atten¬ 
tion  is  called  to  it,  the  hysterical  patient  may  not  be  conscious  of 
any  dimness  of  vision. 

Hysterical  Blindness. — That  the  hysterically  “blind”  eye 
actually  does  see,  can  be  proven  by  the  patient’s  ability  to  read 
colored  print  through  glasses  so  tinted  that  the  “good”  eye  could 
see  nothing.  That  the  patient  with  total  hysterical  “blindness” 
actually  sees,  is  shown  by  the  fact  that  he  will  not  walk  into  an 
object  placed  in  his  way.  Such  amblyopia  usually  follows  an 
hysterical  fit.  In  all  cases  of  “hysterical  blindness,”  however,  one 
should  exclude  insular  sclerosis.  In  the  former  condition  the 
pupillary  reflexes  are  intact,  and  the  movements  of  the  extra¬ 
ocular  muscles  are  well  coordinated,  which  would  not  be  the  case 
if  the  eyes  actually  were  blind.  In  these  cases  inconsistencies  are 
common.  For  illustration,  the  patient  may  see  well  enough  to 
read  but  not  to  walk. 

The  value  in  the  diagnosis  of  hysteria  of  the  contraction  of  the 
field  of  vision,  and  especially  the  contraction  and  inversion  of 
the  fields  of  color  vision,  particularly  for  red  and  green,  is  now 
denied.  Of  much  greater  value  is  the  constancy  in  size  of  the 
visual  fields  regardless  of  the  distance  from  the  eye  to  the  tar¬ 
get.  Since  it  never  has  been  claimed  that  the  loss  of  the  pupil¬ 
lary  reflex  to  light  can  be  hysterical,  the  persistence  of  this  reflex 
in  any  case  of  disturbed  vision  with  normal  fundi  is  in  favor  of 
hysteria. 

Hysterical  deafness  occurs  most  commonly  among  children. 
Hysterical  hyperesthesia  of  taste  may  explain  many  cases  of 
food  idiosyncrasies;  that  of  hearing,  to  many  of  insomnia  (page 
226). 

Patients  with  hysterical  aphonia  can  whisper  so  loudly  that 
one  can  hear  them  across  a  room,  yet  they  cannot  make  a  vocal 
sound.  Their  cough  also  is  aphonic.  Yet  they  have  no  paralysis 
of  the  vocal  cords,  tongue,  or  lips.  Such  aphonia  may  last  for 
from  an  hour  to  a  week  or  more,  and  recurs  frequently.  If  the 
aphonic  patient  be  partially  anesthetized  by  nitrous  oxide  or  given 
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a  dose  of  sodium  amytal  and  is  then  purposely  irritated,  he  often 
uses  loud,  violent  language. 

The  so-called  hysterical  cries  and  sounds  imitating  animals 
are  common  symptoms,  of  children  especially. 

One  patient,  insulted  by  her  husband’s  infidelity,  was  found  grunting  and 
wallowing  on  the  ground  like  a  pig.  Later,  she  stoutly  asserted  that  she 
actually  had  felt  bristles  on  her  back. 

Somatic  Manifestations.,  Genito-urinary. — As  the  name 
“hysteria”  indicates,  the  generative  organs  of  hysterical  women 
are  the  most  common  physical  foci  of  emotional  interest.  Espe¬ 
cially  is  this  true  of  young  girls  who  have  been  made  “pelvic 
conscious”  by  unnecessary  gynecological  examinations  and  treat¬ 
ments.  Among  the  sexual  results  of  hysteria  are,  in  the  male, 
impotence  (never  hyperexcitability),  and  in  the  female,  anesthesia, 
frigidity,  and  vaginal  spasm. 

The  retention  of  urine  is  a  not  uncommon  manifestation  of 
hysteria. 

Hysteria  causes  many  dysfunctions  of  the  gastro-intestinal 
canal.  Among  these  are :  spasm  of  the  esophagus,  which  makes 
swallowing  difficult;  the  globus  hystericus,  sometimes  visible  as 
a  wave  of  antiperistalsis  in  the  neck;  anorexia  (see  below)  ;  and 
the  very  common  hysterical  vomiting,  characterized  by  the  ab¬ 
sence  of  effort  and  nausea,  the  fact  that  it  follows  immediately 
after  eating  (which  is  seldom  true  of  organic  cases),  and,  except 
in  cases  of  anorexia  nervosa,  that  it  does  not  lead  to  loss  of 
weight.  Foods  which  an  hysteric  will  vomit,  he  will  retain  if 
they  are  prescribed  as  “medicines.” 

Hysterical  anorexia  deserves  the  internist’s  careful  attention. 
This  differs  much  in  degree,  and  may  apply  to  one  food  or  to 
all.  Anorexia  nervosa  is  recognized  to-day  as  hysterical.  In 
marked  grades  of  this,  the  annihilation  of  appetite  is  so  complete 
that  the  patient  feels  it  would  be  impossible  ever  to  eat  again, 
while  in  extreme  cases  there  is  such  an  active  antagonism  to  food 
that  esophageal  spasm  develops  each  time  the  patient  even  sees  it. 
This  may  lead  to  extreme  emaciation,  at  first  with  great  muscular 
restlessness,  but  later,  with  flexions  and  contractures  of  the  ex¬ 
tremities,  and,  finally,  to  death  (from  tuberculosis).  This  form 
of  anorexia  is  sometimes  manifested  by  children,  especially  by 
girls  under  puberty.  Their  shrewdness  in  disposing  of  their  food 
without  eating  it  is  sometimes  surprising. 

Other  hysterical  disturbances  of  the  gastro-intestinal  tract  are: 
tympanites  which,  even  in  children,  may  produce  enormous  ab¬ 
dominal  distention  associated  with  such  muscular  resistance  that 


Symptoms 


359 


palpation  suggests  even  a  solid  tumor  (see  also  pseudocyesis ) ; 
peristaltic  unrest;  diarrhea;  constipation;  spasm  of  the  rectum; 
hysterical  ileus  with  true  fecal  vomiting  (even  the  emesis  of  rec¬ 
tal  enemas).  Nevertheless,  the  chances  are  that  many  of  the 
so-called  hysterical  abdominal  pains  in  persons  not  otherwise  hy¬ 
sterical  (and  in  some  who  are)  may  be  explained,  in  part  at 
least,  as  the  nerve  root  pains  of  spondylitis  referred  to  the  ab¬ 
dominal  wall. 

Hysterical  disturbances  of  respiration  are  common.  Those 
most  often  seen  are:  a  deep  sigh,  or  a  quick  “catch”  with  each 
fifth  or  sixth  breath ;  a  hysterical  hiccough,  to  be  interpreted  prob¬ 
ably  as  a  respiratory  tic;  paroxysmal  tachypnea,  almost  pathog¬ 
nomonic  of  hysteria;  constant  respiratory  distress  or  dyspnea, 
even  extreme  panting,  associated  with  a  normal  pulse  rate ;  brady- 
pnea,  due  to  spasm  of  the  respiratory  muscles,  sometimes  suffi¬ 
cient  to  produce  deep  cyanosis. 

It  sometimes  is  difficult  to  separate  the  respiratory  disturbances 
due  to  encephalitis  from  those  of  hysteria.  Both  may  recur  at 
the  same  hour  each  day,  and  both  may  respond  to  the  emotions. 
In  such  cases  the  differential  diagnosis  will  rest  on  the  other 
manifestations  of  disease  present.  Hysterical  cough,  including 
the  loud,  dry,  persistent,  very  unpleasant  barking  cough  of  hy¬ 
sterical  children,  is  common.  Hysterical  pseudophthisis  with 
cough,  pain  in  the  chest  and  bloody  sputum,  a  condition  described 
before  the  discovery  of  Bacillus  tuberculosis,  probably  was  tuber¬ 
culosis  of  hysterical  patients. 

Hysterical  tachycardia  has  been  reported,  but  probably  is  to 
be  explained  as  due  to  the  hyperthyroidism  of  hysterical  persons. 
Hysterical  palpitation  of  the  heart  with  pain  (pseudo-angina)  is 
more  common  (page  121). 

The  vasomotor  changes  associated  with  hysterical  paralysis 
of  the  limbs  may  be  extreme  enough  to  lead  to  deep  cyanosis  and 
even  to  gangrene. 

The  cases  reported  as  hysterical  pseudomeningitis,  with  fever, 
retracted  neck,  headaches  and  vomiting,  probably  were  due  to 
unrecognized  organic  diseases. 

The  cases  of  hysterical  arthritis  following  a  trifling  injury, 
especially  of  the  knee  or  hip,  with  fixation,  pain  on  motion,  and 
even  intermittent  hydrarthrosis,  were  reported  before  the  days  of 
roentgenology.  Many  simple  arthralgias,  however,  are  clearly 
hysterical.  Also,  hysterical  contractures  long  enough  continued 
can  lead  to  permanent  changes  in  the  bones  and  joints,  of  great 
importance  in  medicolegal  industrial  jurisprudence  (page  310). 
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The  skin  manifestations  of  hysteria  include  local  edemas  of 
the  face  and  hands  (which  usually  are  associated  with  hysterical 
paralysis  or  anesthesia),  and  the  so-called  stigmata,  or  local  skin 
lesions  on  the  palms  of  the  hands.  The  latter  are  due  in  some 
cases  to  the  marked  vasomotor  disturbances  of  which  hysteria 
seems  to  be  an  adequate  cause,  in  others  to  the  unconscious  rub¬ 
bing  of  the  part  with  the  fingers,  and  in  still  others  to  the  use  of 
local  irritants. 

That  the  greatly  increased  vasomotor  sensitiveness  present  in 
hysteria  can  increase  the  severity  of  certain  skin  lesions,  even 
producing  gangrene  where  in  a  normal  person  none  would  de¬ 
velop,  is  granted.  Other  lesions  are  self-inflicted. 

One  patient,  a  girl,  on  repeated  occasions  rubbed  a  stick  of  silver  nitrate 
over  her  soft  palate  in  order  to  obtain  local  treatment  for  supposed  fungus 
infection  of  the  mouth. 

Local  bleeding  from  the  skin  and  mucous  membranes  in  women 
often  is  interpreted  as  vicarious  menstruation. 

One  hysterical  patient,  following  the  removal  of  both  ovaries,  had  intense 
‘‘hot  flashes,”  at  which  time  the  bleeding  around  the  fingernails  and  from 
the  skin  of  the  axillae  (due  to  the  rupture  of  the  capillaries  of  the  sweat 
glands?)  was  sufficient  to  redden  filter  paper. 

In  hysteria  one  often  sees  trophic  changes  in  the  hair  and  nails, 
but  similar  lesions  follow  also  the  emotional  crises  of  patients 
who  otherwise  are  not  hysterical. 

Hysterical  disturbances  of  the  secretions  include :  local 
anhidrosis;  diminished  or  excessive  salivary  secretion;  lachryma- 
tion;  cessation  of  lactation;  hypersecretion  of  the  bronchial,  gas¬ 
tric,  and  intestinal  mucosae,  hence,  possibly,  mucous  colitis;  etc. 
In  all  the  above  cases  early  syringomyelia  and  insular  sclerosis 
must  be  excluded. 

Cases  of  the  so-called  hysterical  fever  with  an  afternoon  tem¬ 
perature  of  102°,  lasting  possibly  for  weeks,  have  been  reported 
by  critical  observers,  but  never  as  the  sole  evidence  of  hysteria. 
The  paradoxical  fevers  of  even  1250  F.  are  always  frauds.  There 
certainly  is  no  reason  why  the  thermoregulatory  mechanisms 
should  not,  as  a  result  of  repeated  dysfunction,  acquire  the 
“habit”  of  maintaining  the  body  temperature  at  a  point  above  990 
as  well  as  between  its  normal  limits  (“psychogenic  fever”). 

One  markedly  hysterical  woman,  twenty-five  years  old,  with  various  hys¬ 
terical  stigmata  (fixity  in  the  size  of  the  fields  of  vision;  temporary  paralysis 
of  one  leg,  with  a  positive  Hoover’s  sign,  etc.),  ran  for  over  two  years  a 
fever  of  about  one  degree.  To  control  this,  a  unilateral  mastoid  and  two 
sinus  operations  had  been  performed  and  she  had  been  treated  for  months 
for  latent  tuberculosis,  but  without  benefit. 
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The  pathological  mental  states  ascribed  to  hysteria  all  may 
be  explained  as  the  result  of  temporary  disintegration  of  per¬ 
sonality  (theoretically,  in  the  face  of  stress),  with  amnesia  their 
central  feature. 

During  their  periods  of  amnesia  the  responsiveness  of  hysteria 
patients  to  external  stimuli  differs  greatly.  Those  in  the  so-called 
trance  state  lie  for  weeks  apparently  oblivious  to  their  surround¬ 
ings  (the  “living  dead”).  Conditions  like  this,  however,  follow 
also  alcohol  debauches,  epileptic  convulsions,  cerebral  traumata, 
or  are  phases  of  manic-depressive  insanity  or  of  dementia  praecox, 
in  which  last  case  the  stupor  may  last  for  months,  with  catatonia 
a  conspicuous  feature. 

Other  patients  during  their  amnesia  periods  seem  only  slightly 
dazed,  while  still  others  lead  a  mechanical,  automatic  life,  appar¬ 
ently  all  the  time  in  a  deep  reverie.  During  such  a  state,  patients 
may,  without  apparent  explanation,  suddenly  take  long  trips 
(fugues).  Their  personality  and  behavior  during  these  periods 
of  amnesia  are  quite  different  from  their  normal  selves.  They  are 
markedly  suggestible  and  may  commit  foolish  or  childish,  but  not 
brazen,  acts.  Should  a  patient  in  such  a  state  have  hallucinations 
or  delirium,  one  should  exclude  dementia  praecox  and  latent  epi¬ 
lepsy;  should  he  commit  a  crime,  schizophrenia  certainly  must  be 
excluded,  for  never  in  his  most  dramatic  moments  will  the  hys¬ 
terical  automaton  do  a  criminal,  wanton,  or  very  unconventional 
act  (except  possibly  in  the  sexual  field)  definitely  out  of  character 
with  his  unified  personality. 

Fugues  2  may  be  features  of  various  conditions,  but  of  hysteria 
especially.  They  are  common  also  in  epilepsy;  in  association 
with  migraine ;  in  alcoholism ;  in  certain  psychoses,  especially  gen¬ 
eral  paresis,  manic-depressive  insanity  and  dementia  praecox  (of 
which  last  disease  the  fugue  may  be  the  first  symptom,  occurring 
years  in  advance  of  the  psychotic  changes)  ;  in  posttraumatic  psy¬ 
choses  (cerebral  trauma);  in  cerebral  arteriosclerosis;  in  brain 
tumor ;  in  uremia ;  and  in  malaria.  The  fact  that  fugues,  migraine 
headaches,  and  epilepsy,  etc.,  are  so  often  associated,4  suggests  the 
unity  of  these  conditions,  all  of  which  rest,  we  feel,  on  a  common 
basis  (page  58). 

The  hysterical  fugue  usually,  but  not  always,  follows  a  psychic 
shock,  or  precedes  or  follows  a  hysterical  convulsive  seizure.  Its 
three  cardinal  features  are :  an  irresistible  impulse  to  travel,  which 
is  accomplished  in  a  regular  intelligent  manner,  without  mishap; 
and,  later,  complete  amnesia  covering  this  period. 

During  the  fugue,  most  patients  show  full  consciousness  of, 
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and  make  normal  adaptation  to,  their  immediate  surroundings ; 
but  the  actions  of  others  are  incongruous  with  their  environment, 
and  would  appear  to  the  onlooker  as  abnormal.  Patients  who 
make  fugues  usually  had  previously  shown  personality  problems 
of  considerable  magnitude,  or  had  indulged  in  day-dreaming, 
somnambulism,  or  talked  in  their  sleep. 

The  “amnesia”  of  the  entire  hysterical  period  of  which  the 
fugue  may  be  the  whole  or  only  a  part,  usually  involves  a  def¬ 
initely  circumscribed  series  of  unpleasant  events  which  the  hys¬ 
teric  through  this  means  forgets,  although  in  some  cases  this 
amnesia  may  be  complete;  yet  by  careful  questioning,  and  espe¬ 
cially  with  the  aid  of  sodium  amytal,  one  often  gets  a  history 
covering  the  entire  alleged  memory  gap,  although  possibly  some¬ 
what  sketchy.  A  further  elaboration  on  the  same  process  which 
causes  a  fugue  will  produce  dual  personalities,  of  one  of  which  a 
fugue  may  be  the  activity. 

While  in  states  of  hysterical  amnesia  some  patients  show 
Banser’s  syndrome.  That  is,  they  behave  like  boys  eight  or  ten 
years  old,  commit  perverse  or  “smart”  acts,  make  silly  answers, 
behave  like  animals,  etc.  This  syndrome,  however,  is  seen  also 
in  alcoholism,  epilepsy,  and  dementia  praecox.  Some  pathological 
liars  and  some  swindlers  belong  in  this  group. 

Fugues  resemble  somnambulism ;  indeed  some  (as  Culpin)  treat 
them  as  much  the  same  condition.  In  the  fugue,  however,  the 
duration  of  the  state  is  much  longer,  and  during  it  the  patient  is 
motivated  by  dominating  ideas  which  come  more  or  less  clearly 
into  awareness.  The  fugues  of  hysteria  and  epilepsy  are  so  sim¬ 
ilar  that  the  differential  diagnosis  between  them  must  be  made 
from  other  features  of  the  case.  In  general,  however,  the  hys¬ 
terical  lasts  longer,  is  more  apt  to  recur,  and  is  much  less  often 
marked  by  deeds  suggesting  violence.  Nevertheless,  it  is  quite 
possible  that  many  of  the  fugues  of  epileptics  are  hysterical,  since 
epileptics  are  given  to  all  kinds  of  hysterical  reactions  (page  396). 

From  hysterical  fugues  one  must  separate  twilight  mental 
states  with  mental  confusion  and  loss  of  identity,  during  which 
the  person  wanders  from  home.  Such  may  follow  fatigue,  strain, 
or  be  precipitated  by  harassing  emotional  situations.  One  should 
recognize  as  non-hysterical  also  the  fugues  which  follow  the  in¬ 
jection  of  insulin  and  the  psychic  automatism  due  to  glandular 
imbalances.5 

Of  similar  nature  to  fugues  are  the  brief  episodal  alterations 
of  behavior,  the  “losses  of  memory,”  the  temporary  changes  in 
personality,  which  some  hysterical  patients  show.  These  are  illus- 
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trated  by  some  cases  of  truancy;  of  kleptomania;  etc.  Patients 
give  as  excuses  for  deeds  committed  during  them,  that  they  “didn’t 
know  why  they  acted  as  they  did”;  that  they  “felt  an  impulse 
which  they  knew  to  be  irrational,”  but  which  they  “just  could  not 
resist.” 

The  following  case  may  illustrate  hysterical  alterations  of  be¬ 
havior. 

Mrs.  X.,  24  years  old,  a  woman  of  more  than  ordinary  intelligence  and 
socially  prominent,  had  recently  returned  from  a  visit  in  a  distant  State  and 
soon  after  her  return  told  both  her  husband  and  her  mother  that  she  had 
been  immoral  and  therefore  was  worthy  of  a  divorce,  which,  however,  she 
did  not  desire.  Her  husband,  an  exceptionally  high-minded  man,  refused  to 
divorce  her  if  there  was  any  possibility  that  she  was  not  responsible  for 
her  misconduct. 

The  family  history  is  important  only  in  that  several  years  before  this  time 
her  brother  had  been  in  difficulties  because,  first,  of  his  own,  and,  later,  of 
his  wife’s,  immorality.  The  patient  was  very  indignant  over  this  family 
disgrace  and  upbraided  her  sister-in-law  bitterly,  which,  however,  may  have 
had  value  as  suggestion.  This  patient  gave  no  history  of  previous  hysterical 
manifestations  or  any  suggesting  epilepsy.  She  and  her  husband  had  been 
married  for  five  years.  They  had  one  child,  three  years  old. 

Ten  months  before  this  trip  she  underwent,  so  her  husband  stated,  a  com¬ 
plete  change  of  personality.  Before  that  time  a  very  proper  person,  she 
then  appeared  to  fall  in  love  with  three  doctors,  one  after  the  other,  and 
threatened  her  husband  to  tell  each  of  them  of  her  affection  for  him.  Evi¬ 
dently  she  did  not  do  so.  At  this  time,  also,  she  became  estranged  from 
her  mother,  previously  her  constant  companion.  Then  came  the  above- 
mentioned  trip,  and  her  alleged  misbehavior. 

After  her  return,  she  seemed,  once  a  week,  to  become  “man  crazy.”  The 
spells  of  this,  her  husband  was  confident,  had  some  connection  with  head¬ 
aches  apparently  migrainous.  When  she  complained  of  pain  he  knew  that 
he  was  “in  for  trouble.”  She  would  act  strangely  during  the  day  and  at 
night  would  cry  violently,  would  avoid  him,  and  then  would  sleep  for  12 
to  14  hours.  These  headaches  were  preceded  by  flashing  scotomata.  During 
some  of  these  spells  she  tried  to  get  in  touch  with  one  of  her  woman 
friends,  who,  without  doubt,  her  husband  said,  was  immoral.  During  this 
period  she  wrote  very  erratic  long  love  letters  to  her  recent  paramour,  a 
physician,  which  she  left  around.  There  is  no  evidence  that  any  of  these 
were  ever  mailed,  or  that  she  received  one  from  him. 

One  evening  she  begged  her  husband  to  take  her  to  a  dance  which  a  good 
many  men  would  attend,  but  he  refused.  The  following  night  she  “broke 
down”  and  told  her  mother  of  her  immoral  episode,  and  the  next  night 
apparently  (but  of  this  her  husband  could  not  be  certain)  she  tried  to  com¬ 
mit  suicide.  It  was  then  that  she  confessed  her  infidelity  to  him. 

We  placed  this  patient  in  a  hospital  for  observation.  Her  physical  condi¬ 
tion  was  in  general  good,  with  the  exception  of  nasal  sinusitis  which  received 
surgical  care.  This  blood  Wassermann  was  negative.  Our  first  thought 
was  that  she  was  suffering  from  behavior  disorders  following  an  unrecog¬ 
nized  attack  of  encephalitis.  Three  lumbar  punctures  were  made,  all  of 
which  showed  the  spinal  fluid  to  be  under  increased  pressure  (14  mm.  Hg., 
which  rose  only  to  18  when  pressure  was  made  on  both  jugulars)  ;  a  cell 
count  of  5;  a  trace  of  globulin;  51  mg.  of  glucose;  the  Wassermann  and 
colloidal  gold  curves  were  negative. 

The  fields  of  vision  (taken  three  times)  would  pass  as  typically  hysterical. 
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The  green  and  red  fields  were  inverted;  in  the  white  fields  there  were  in¬ 
constant,  gross  irregularities. 

While  in  the  hospital  she  frequently  and  without  occasion  related  to  her 
nurses  and  the  hospital  internes  the  story  of  her  recent  sex  experience, 
often  giving  the  most  unnecessarily  minute,  intimate  details.  All  of  her 
statements  made  at  different  times  were  thoroughly  consistent.  She  openly 
expressed  to  her  nurse  her  doubts  as  to  the  proper  intentions  of  the  doctors 
who  aided  in  her  care.  There  were  no  other  evidences  of  a  psychosis. 

Finally,  in  a  conversation  with  her,  we  suggested  that  this  immoral  in¬ 
cident  was  only  a  “dream.”  At  once  she  became  thoughtful  and  said,  “It 
seems  to  me  to  have  been  a  true  incident,  but  I  believe  you  are  right.”  She 
and  her  husband  accepted  our  diagnosis  of  a  “trance  state,”  and  at  once  left 
the  hospital  happy.  Now,  at  the  end  of  three  years,  her  doctor  reports  her 
“an  A-number-one  wife,  well  and  happy.”  Her  letters  to  us  express  the 
warmest  gratitude  for  her  “cure.” 

We  do  not  know  the  truth  concerning  her  alleged  misconduct.  (It  may 
be  noted  that  our  letter  to  this  doctor,  asking  for  very  general  information 
concerning  her  condition  while  under  his  care,  received  no  reply.)  To  trans¬ 
form  the  memory  of  a  possible  actual  event  into  a  fugue  theoretically  may 
be  bad  therapy,  but  in  this  case  it  seems  to  have  been  successful.  At  first 
we  considered  the  possibility  of  migraine  (page  61)  and  of  encephalitis 
(page  192),  but  because  of  her  very  prompt  recovery  and  her  exemplary 
conduct  during  the  past  three  years,  we  believe,  notwithstanding  her  spinal 
fluid  pressure,  that  the  case  was  one  of  hysterical  pathological  behavior. 
Cases  like  this,  however,  suggest  that  common  factors  are  present  in  all  of 
the  three  above-mentioned  conditions. 


THE  NATURE  OF  HYSTERIA 

Concerning  hysteria,  its  cause,  and  the  mechanism  through 
which  its  reactions  are  produced,  we  assume  much,  but  know  very 
little.  It  always  has,  however,  been  considered  evidence  of  some 
defect  of  personality  development.  Charcot  and  his  school  evi¬ 
dently  visualized  this  defect  as  one  of  aboulia  (“the  patient  says, 
T  cannot’ ;  the  family  says,  ‘He  will  not’ ;  but  the  truth  is,  he  can¬ 
not  will”).  This,  however,  was  written  before  Janet  described 
psychasthenia.  Freud  emphasized  the  importance  of  psychic 
traumata,  especially  sexual,  occurring  in  early  childhood,  the  mem¬ 
ory  of  which,  soon  repressed  into  unconsciousness,  persists 
throughout  life  as  an  active  agent,  manifesting  itself  in  symbolic 
manners  (page  260).  It  was  he  who  postulated  the  undue 
ease  with  which  the  emotional  energy  of  these  patients  may  be¬ 
come  diverted  into  somatic  pathways  (conversion).  Psycho¬ 
analysts  now  interpret  hysteria  as  an  anxiety  state,  the  result  of 
a  mental  conflict  which  finds  its  solution  through  conversion  into 
hysterical  symptoms.  In  other  words,  some  unbearable  idea 
which  had  been  excluded  from  consciousness  is  rendered  innocu¬ 
ous  by  the  conversion  of  the  quality  of  excitation  attached  to  it 
into  some  bodily  form  of  expression ;  the  emotional  energy  of  the 
anxiety  has  been  diverted  into  somatic  channels;  a  psychic  state, 
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therefore,  has  been  converted  into  a  physical  syndrome.  Babinski 
believes  that  hysterical  manifestations  arise  as  the  result  of  sugges¬ 
tion  and  are  to  be  removed  by  suggestion. 

The  popular  theory  of  to-day  (Culpin)  is  that,  because  of  some 
innate  weakness,  personality,  instead  of  always  preserving  its 
unity,  easily  becomes  divided;  and  the  two  (seldom  more)  centers, 
each  a  unity,  during  the  duration  of  the  hysterical  state  function 
independently.  Such  a  division  may  involve  merely  the  mental 
representation  of  the  function  of  one  or  of  a  few  organs,  as  of 
that  of  one  limb,  which  acts  as  though  it  did  not  belong  to  that 
individual — “he  cannot  move  it  when  he  will,  or  it  shakes  or 
cramps,  and  he  cannot  make  it  stop.”  Or  the  cleavage  may  in¬ 
volve  the  conscious  mental  life  itself,  in  which  case  one  of  these 
centers  may  rest  dormant,  while  the  other,  acting  independently, 
leads  to  an  hysterical  fugue;  or  both  centers  may  act  independ¬ 
ently,  with,  as  a  result,  a  case  of  double  personality  (Culpin). 

Still  other  authorities  would  explain  all  the  phenomena  of  hys¬ 
teria  on  the  basis  of  the  patient’s  unconscious  desire  to  be  the¬ 
atrical;  to  dramatize  his  inner  conflicts.  Certain  writers  (e.g., 
Binswanger)  assume  for  those  patients  whose  hysterical  states 
develop  only  under  conditions  of  severe  emotional  stress,  an  emo¬ 
tional  irritability  so  great  that  it  produces  results  which,  both  as 
regards  their  intensity  and  duration,  are  out  of  all  proportion  to 
the  affect-shocks  which  produce  them. 

Still  others  stress  the  importance  of  the  patient’s  innate  mental 
pattern.  According  to  them,  the  hysterical  reaction  is  the  one 
which  the  marked  extrovert  will  most  naturally  adopt  when  con¬ 
fronted  by  an  unsurmountable  problem. 

The  successful  extrovert,  since  not  at  all  introspective,  does  not  question, 
does  not  examine,  but  accepts  his  social  environment  with  all  its  current 
views  just  as  he  finds  it,  and  unconsciously  tends  always  to  adapt  himself 
to  it.  He  has  plenty  of  self-assurance  and  full  confidence  in  his  own  opin¬ 
ions.  He  prides  himself  as  being  a  man  of  action.  He  always  does  his  duty, 
but  no  more,  since  not  driven  by  his  ambition  or  by  fears  to  more  strenuous 
or  better  performances.  Since  he  conforms  to  the  social  standards  of  his 
group,  he  is  free  from  embarrassment  and  fear  of  criticism.  When  faced 
by  circumstances  to  which  he  cannot  adjust  himself,  he  tends  to  find  a  false 
adjustment  in  a  psychogenic  physical  symptom  (pure  conversion  hysteria), 
and  so  long  as  that  is  accepted  by  his  family  and  friends  he  retains  his  self- 
respect  and  is  satisfied.  The  success  of  this  plan  also  allows  him  to  regard 
himself  as  the  victim  of  physical  forces  for  which  he  has  no  responsibility. 
He  will  stoutly  deny  that  he  is  in  any  way  the  cause  of  his  trouble,  is  not  at 
all  nervous  or  embarrassed,  but  bravely  resigns  himself  to  his  disability 
(“la  belle  indifference”). 

According  to  Adler  and  his  followers,  hysterical  illnesses  are 
not  always  protective  phenomena;  some  of  them  are  to  be  ex- 
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plained,  and  especially  in  the  case  of  women  who  make  the  “mas¬ 
culine  protest”  (page  31 1),  as  evidence  of  the  “lust  for  power.” 
This  is  the  reason  why  the  hysterical  attacks  are  made  as  grue¬ 
some  as  possible,  since  the  sufferings  of  the  spectators,  because  of 
their  inability  to  help  the  patient,  will  be  far  greater  than  that 
provoked  by  the  more  easily  understood  ways  of  the  psychas¬ 
thenic,  which  tend  to  provoke  disgust.  This  school  gives  a  similar 
explanation,  also,  of  some  cases  of  tic  douloureux,  migraine,  and 
epilepsy.  Culpin  remarks  that  a  great  interest  in  antivivisection, 
vegetarianism,  various  forms  of  charity,  etc.,  often  distinguishes 
these  “connoisseurs  of  the  suffering  of  others.” 

All  of  the  above  theories  as  to  the  nature  of  hysteria  are  mere 
statements  as  to  how  the  hysterical  states  might  reasonably  be 
imagined  to  arise.  How  they  actually  do  arise,  however,  is  quite 
another  matter.  Also,  the  language  used  in  the  above  explana¬ 
tions  is  largely  metaphorical ;  analogy,  instead  of  being  used  merely 
as  an  aid  to  understanding,  becomes  definition.  Such  terms  as 
“diversion”  and  “division”  of  the  “stream  of  consciousness”; 
“conversion  of  energy” ;  “flight  from  reality” ;  “protest  mech¬ 
anism”;  “unconscious  wish,”  etc.,  are  useful,  but  should  not  be 
taken  too  seriously. 

On  some  points,  however,  we  may  be  reasonably  certain.  First. 
The  hysterical  state  is  not  a  negative  one,  not  the  result  of 
the  mere  failure  of  the  patient  to  exercise  the  normal  functions  of 
his  personality.  It  is  a  positive  condition;  one  of  strength,  not 
of  weakness.  In  its  production  forces  are  developed,  or  are  re¬ 
leased  (hyperacuity  of  the  senses,  exhibitions  of  muscular  strength, 
etc.),  which  far  exceed  those  possible  to  man  in  his  more  normal 
states. 

Second.  Hysterical  states  are,  in  general,  evidences  of  a  tem¬ 
porary  loss  of  the  unity  of  personality.  For  the  time  being 
the  patient  ceases  to  exercise  one  or  more  of  his  psychic  func¬ 
tions.  For  some  reason  or  other  he  stops  looking,  and  we  call 
this  “hysterical  blindness” ;  he  stops  listening,  and  we  say  that  he 
is  “deaf” ;  or  talking,  and  we  describe  his  condition  as  “aphonia” ; 
he  does  not  move  one  of  his  limbs,  and  we  pronounce  the  latter 
“paralyzed” ;  he  stops  feeling,  therefore  he  has  “anesthesia” ;  he 
does  not  remember,  hence  he  has  “amnesia” ;  he  ceases  to  be 
aware  of  his  environment,  and  we  name  his  condition  a  “trance.” 
Undoubtedly  we  deceive  ourselves  by  the  use  of  the  above  sig¬ 
nificant  diagnostic  words  which  suggest  the  presence  of  serious 
conditions.  Why  and  how  in  hysteria  these  functions  are  dis¬ 
turbed,  we  do  not  know ;  but  the  primary  factors  operative  for  the 
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time  being,  we  believe  to  be  functional,  yet  neither  in,  nor  under, 
the  control  of  any  force  in  consciousness  (Ziegler). 

Third.  Hysterical  reactions  are  so  common  among  children 
that  for  them  they  cannot  be  considered  as  abnormal.  With 
maturity,  however,  the  child’s  personality  normally  becomes  so 
strongly  unified  that  there  is  definite  resistance  against  its  divi¬ 
sion.  In  other  words,  he  “outgrows”  his  hysterical  trends 
(Sachs).  Such  reactions  are  common,  also,  in  some  otherwise 
normal  adults  when  confronted  by  some  tragic  emergency,  as 
when  the  house  is  on  fire,  during  the  shipwreck,  etc.  The  prod¬ 
ucts  of  such  reactions  in  behavior,  however,  the  onlookers  do  not 
praise;  they  say,  and  with  truth,  “He  behaved  just  like  a  baby.” 

A  freshman,  a  Greek,  in  the  university  was  admitted  to  the  medical  ward 
with  a  marked  coarse  shaking  tremor  of  the  right  hand,  strictly  single  in 
type.  Otherwise,  the  youth  seemed  in  every  way  normal.  The  history  given 
of  his  past  life  suggested  no  previous  hysterical  trends.  He  had  been  in 
this  country  but  a  few  years,  had  completed  high  school  work  successfully, 
and  had  been  admitted  to  the  university  on  certificate.  This  tremor  ap¬ 
peared  suddenly,  just  in  time  to  prevent  him  from  taking  his  first  midyear 
written  examination,  his  first  university  test,  and  one  which  greatly  wor¬ 
ried  him.  Of  course,  with  a  hand  shaking  like  his  he  could  not  write;  all 
of  his  friends  could  see  that ;  it  was  not  his  fault  that  he  could  not  take 
these  college  tests.  His  family  was  advised  to  send  him  back  to  Greece. 
We  are  told  that  when  the  boat  on  which  he  sailed  had  reached  the  open 
ocean,  his  tremor  promptly  ceased. 

The  appearance  of  hysterical  reactions  under  circumstances  not 
at  all  unusual,  and  not  inspired  by  crises  of  which  the  patient  him¬ 
self  is  conscious,  is  evidence  of  a  profound  innate  personality 
defect.  Even  the  Freudians  believe  that  for  their  production 
some  such  predisposition  must  be  assumed.  If  so,  then  we  are 
dealing  with  constitutional  inferiority  as  discussed  on  page  34. 
As  one  would  expect,  therefore,  the  most  spectacular  hysterical 
reactions  of  all  are  seen  in  patients  with  demonstrable  mental  de¬ 
fectiveness  and  in  epileptics. 

Fourth.  In  hysteria,  as  in  psychasthenia,  anxiety  may  be 
the  most  important  factor,  but  the  hysterical  patient  has  found 
a  very  successful  way  of  handling  it.  He  converts  it  into  the 
psychical  sphere,  and  is  freed  from  all  suffering  and  from  all 
censure. 

Fifth.  It  is  considered  to  be  important  that  hysterical  patients 
usually  are  extreme  extroverts,  for  such,  if  weaklings,  would  be 
most  likely  to  react  to  their  difficult  life-problems  in  an  hysterical 
manner.  Nevertheless,  the  substitutional  phenomena  also  of  neu¬ 
rasthenia  and  psychasthenia  are  quite  at  one  with  the  conversion 
phenomena  of  hysteria,  the  chief  difference  between  them  being 
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that  in  the  former  this  process  takes  place  in  or  near  awareness, 
while  in  hysteria  it  would  seem  to  develop  deeper  in  the  uncon¬ 
scious.  Also,  those  physical  syndromes  based  on  occult  anxiety 
(page  323)  really  are  conversion  phenomena,  but  these  always  are 
painful  or  at  least  very  disagreeable.  It  is  quite  possible  that 
anxiety  underlies  also  all  of  the  hysterical  states,  yet  its  conversion 
in  the  hysterical  manner  removes  all  of  its  sting.  Mental  patterns 
alone,  however,  probably  do  not  explain  why  different  patients 
should  react  to  similar  problems  in  similar  manners  but  with  quite 
different  results.  One  suspects  that  the  hysteric  has  also  some 
serious  innate  personality  defect,  which  makes  his  type  of  conver¬ 
sion  peculiar. 

Nevertheless,  the  patient’s  social  environment  when  a  child,  as  well 
as  his  mental  pattern,  has  much  to  do  with  the  determination  of 
which  of  the  several  trends  normal  to  childhood  will  be  most  likely 
to  develop  further.  The  child  of  hysterical  parents  seldom  becomes 
hysterical ;  his  reactions  are  more  likely  to  take  the  form  of  some 
other  psychoneurosis  or  psychosis.  It  is  the  children  of  psychas¬ 
thenic  parents  who  are  most  likely  to  develop  further  their  latent 
hysterical  trends.  These  children  grow  up  in  an  atmosphere  which 
suggests  indefinite  dread,  and  early  become  conscious  of  the  weak¬ 
ness  of  their  parents.  If  at  all  extrovert  in  type,  they,  after  trying 
various  ways  of  protecting  and  advancing  themselves,  finally  dis¬ 
cover  the  best  method,  and  apparently  ill,  pathetically  dominate  the 
household.  The  hysterical  trend  of  a  susceptible  child,  however, 
need  not,  if  he  is  well-trained  from  the  first,  develop  further.  Too 
often,  however,  unwise  early  training  and,  later,  the  trying  experi¬ 
ences  of  normal  life,  tend  to  increase  it  (Sachs). 

Among  adults,  hysteria  is  a  condition  apparently  more  common 
among  women ;  nevertheless,  the  most  spectacular  cases  we  have 
seen  all  have  been  in  men.  Certain  physical  diseases,  especially 
those  of  the  pelvis,  have  a  peculiar  tendency  to  break  down  the  re¬ 
sistance  of  normal  women  to  the  development  of  true  hysterical 
states,  which  cease  after  proper  gynecological  treatment.  Appar¬ 
ently  it  is  more  common  among  the  Southern  European  and  Orien¬ 
tal,  than  among  the  more  Northern,  peoples.  In  India,  for  illustra¬ 
tion,  a  country  in  which  women  socially  are  pitifully  inferior  to  men, 
young  wives  with  good  personality  development,  so  Western  doc¬ 
tors  who  have  spent  their  lives  among  them  say,  appalled  by  the 
problems  which  confront  them  in  their  new  homes,  often  exhibit 
marked  protective  hysterical  reactions. 

The  severest  cases  of  hysteria,  on  the  other  hand,  have  no  good 
excuse  for  their  states.  In  them,  one  manifestation  follows  an- 
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other  without  apparent  reason.  Such  a  patient  is  “a  marionette, 
compelled,  by  forces  of  which  he  is  unconscious,  to  play  strange 
parts  which  to  him  have  no  meaning,”  and  no  advantage,  either. 
He  comes  to  be  helplessly  under  the  control  of  suggestions;  as 
helpless  as  is  a  leaf  whirled  by  eddies  of  wind.  But  the  hysterical 
patients  whom  the  internist  sees,  would  seem,  apart  from  the  occa¬ 
sional  manifestations  of  their  trend,  to  be  quite  normal,  even  very 
attractive,  individuals.  They  impress  one,  however,  as  being 
rather  ineffectual  in  life.  Many  of  them  are  emotional,  reserved, 
have  few  friends,  are  egotistic,  lack  self-reliance,  and  rarely  are 
industrious.  They  are  shy,  untruthful,  and  always  eminently  sug¬ 
gestible.  Fortunately,  they  are  not  irritable  sexually;  often  they 
are  quite  the  reverse.  In  them  one  usually  can  discover  other 
evidences  of  constitutional  inferiority. 

And,  finally,  that  hysteria  is  evidence  of  constitutional  inferi¬ 
ority  is  suggested  by  the  numerous  cases  which  appear  for  the 
first  time  in  old  age,  after  personality  has  suffered  from  involu¬ 
tional  changes;  patients  with  well-defined  psychoses,  especially 
those  with  dementia  praecox  and,  more  rarely,  those  with  manic- 
depressive  insanity,  also  not  rarely  develop  hysterical  states ;  and, 
finally,  epileptics,  therefore  persons  with  undoubted  congenital 
constitutional  inferiority,  and  especially  those  with  marked  mental 
defectiveness,  are  markedly  hysterical. 

In  primitive  societies,  hysteria  must  have  presented  rather 
simple  clinical  pictures.  Not  so,  however,  the  hysteria  of  the  last 
century,  the  period  during  which  the  wealth  of  modern  medicine 
was  accumulating,  for  then  the  scientific  studies  of  hysteria 
seemed  to  discover  an  inexhaustible  supply  of  interesting  clinical 
material.  Much  of  this  “wealth,”  it  soon  became  evident,  was 
essentially  “doctor-made”;  that  is,  was  the  product  of  suggestion 
furnished  by  those  studying  these  patients,  who  by  their  very 
methods  of  examination  aided  the  latter  to  furnish  the  many  de¬ 
tails  of  the  warp  fed  to  their  patients’  hysterical  looms  (their 
mental  patterns),  with,  as  a  result,  a  many-patterned  fabric.  The 
more  carefully  the  doctors  of  the  last  half  of  the  nineteenth  cen¬ 
tury  studied  these  patients,  the  more  they  found  to  study.  The 
person  with  double  personality  developed  three,  then  four,  and, 
later,  even  five  personalities;  the  arm  of  the  hysterical  patient, 
which  on  first  examination  was  merely  weak,  later  became  def¬ 
initely  paralyzed,  still  later,  it  was  both  paralyzed  and  anesthetic, 
and,  finally,  the  patient’s  other  limbs  also  were  similarly  affected. 
If,  however,  in  the  study  of  these  patients  one  uses  every  pre- 
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caution  to  avoid  suggestion,  he  will  fail  to  find  much  which  in  the 
past  has  been  most  interesting. 

The  recent  advances  in  diagnosis,  also,  have  robbed  hysteria 
of  considerable  of  its  wealth;  neurology,  especially  its  recently 
acquired  knowledge  of  lesions  of  the  thalamus  and  parapyramidal 
tracts;  clinical  chemistry,  especially  its  methods  of  spinal  fluid 
examination;  serology,  especially  its  Wassermann  test;  and  clinical 
psychology,  all  have  shown  that  many  interesting  conditions  for¬ 
merly  considered  as  purely  hysterical  are  symptoms  of  organic 
lesions  which  previously  had  not  even  been  suspected. 

In  still  another  direction,  however,  these  recent  advances  in 
medicine  have  greatly  increased  our  respect  for  hysteria,  for  it  is 
now  granted  that  the  energy  of  the  emotions,  through  the  agency 
of  the  endocrines  and  autonomic  systems,  can  ultimately  cause 
structural  changes  in  the  organs  of  the  body.  It  has  been  sug¬ 
gested  that  the  patient  who  earlier  had  purely  functional  convul¬ 
sive  states,  later  may  have  others  which  are  typically  epileptic 
(Notkin,  page  392)  ;  while  some  suggest  that  even  insular  scleroses 
may  have  a  similar  beginning  (page  208).  In  other  words,  a 
syndrome  which  at  first  is  purely  psychogenic,  later  may  present 
its  own  demonstrable  lesions. 

Social  Importance. — Hysteria,  sociologically,  is  one  of  the 
most  important  of  diseases,  so  disastrous  to  the  family  and  to 
society  are  its  misunderstood  manifestations.  Patients  with  neu¬ 
rasthenia  and  psychasthenia,  since  they  both  recognize  and  cer¬ 
tainly  are  not  proud  of  their  weakness,  try  to  conceal  their  suf¬ 
fering,  and  usually  succeed.  But  the  patient  with  hysteria  makes 
a  bold  challenge  to  all  who  witness  him.  It  is  in  the  very  nature 
of  his  reactions  that  they  be  objectively  spectacular  and  convinc¬ 
ing.  His  clinical  picture  is  never  presented  in  still  life.  It  is 
dynamically  alive  with  action;  intense  action;  dramatic,  tragic 
action.  The  hysterical  patient  is  the  supreme  egotist;  his  myso- 
mania  is  superlative.  Whether  he  is  a  paralytic  hobbling  down  the 
street,  a  man  lying  on  the  ground  struggling  in  the  throes  of  a 
severe  general  convulsion,  or  an  ascetic  the  remarkable  story  of 
whose  religious  life  has  for  centuries  lived  vividly  in  church  his¬ 
tory,  whoever  and  wherever  he  is,  he  usually  succeeds  in  making 
himself  the  very  center  of  sympathetic  interest.  The  psychas¬ 
thenic  conceals  his  infirmity,  but  the  most  lurid  of  hysterical  dis¬ 
play  will  quiet  down  and  stop  just  as  soon  as  the  patient  is  left 
alone,  or  realizes  that  his  audience  understands  him.  This  does 
not  imply  that  he  wills  his  symptoms  to  stop ;  that,  he  cannot  do ; 


Importance  371 

but  without  an  appreciative  audience,  his  hysterical  mechanisms 
simply  “won’t  work.” 

Since  hysteria  can  express  itself  only  socially,  that  is,  before  an 
appreciative  audience,  it  is  to  be  expected  that  some  of  the  best  illus¬ 
trations  of  hysterical  behavior  are  furnished,  not  by  individuals, 
but  by  crowds  of  men  individually  normal,  but  who  when  in  a 
group,  whether  of  college  students  looting  a  restaurant,  or  of 
villagers  intent  on  lynching,  or  of  religious  enthusiasts  dancing 
across  Europe,  develop  a  mob  psychology  which  is  purely  hys¬ 
terical.  The  hysterical  person,  on  the  other  hand,  usually  plays 
his  spectacular  game  single-handed,  but  he  is  at  his  best  as  leader 
of  the  mob. 

The  hysterical  patient  wrecks  the  family.  The  normal  young 
man,  for  illustration,  finds  the  hysterical  girl  “so  different  from 
the  other  girls”  (which  indeed  she  is),  so  intense,  so  earnest,  and 
yet  so  hard  (because  of  her  aboulia)  to  win,  that  he  is  inclined 
to  interpret  these  differences  in  terms  of  excellence.  After  the 
wedding  all  goes  well  as  long  as  the  patient  realizes  her  hopes. 
But  when  situations  disagreeable  arise,  then  she  finds  a  safe  and 
sure  retreat  in  hysteria.  When  ill,  she  is  terribly  appealing;  she 
seems  the  sickest,  the  most  afflicted,  the  most  worthy  of  invalids. 
Thus,  as  the  years  go  on,  she,  like  a  vampire,  appropriates  every 
mite  of  sympathy,  help,  strength,  and  money  there  is  in  the  family. 

The  chapter  which  hysteria  has  played  in  religion  is  a  sad  one. 
Many  of  the  miracles  of  the  Middle  Ages  were  manifestations  of 
hysteria;  so  are  many  of  the  surprising  cures  of  to-day.  For  this 
reason,  some  of  the  best-known  pages  of  the  Church  history  of  a 
thousand  years  resemble  more  the  records  of  a  psychiatric  clinic 
than  of  a  church  triumphant. 

DIAGNOSIS 

The  diagnosis  of  hysteria  is  one  of  the  most  difficult  of  medical 
problems.  Two  questions  present  themselves :  first,  Is  the  patient 
hysterical?  and  second,  If  he  is,  is  the  trouble  which  he  now  pre¬ 
sents  a  manifestation  of  his  hysteria?  or  of  some  organic  dis¬ 
ease?  The  patient  known  to  be  markedly  hysterical  often  gets 
scant  justice  when  he  develops  appendicitis,  gastric  ulcer,  cancer, 
brain  tumor,  lateral  sclerosis,  blindness,  or  any  other  lesion  re¬ 
quiring  prompt  and**  serious  attention.  Hysterical  patients  with 
stiff  neck  are  treated  for  hysteria,  whose  pain  later  proves  to  be 
due  to  a  tiny  metastatic  cancer  or  tuberculous  focus  in  the  cervical 
spine ;  for  “hysterical”  vomiting,  which  proves  due  to  gall  stones ; 
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for  psychogenic  sciatica,  with  pain  in  the  hip  and  down  the  leg  later 
shown  to  be  caused  by  a  cancer  in  the  pelvis  or  spinal  cord,  etc. 

Mrs.  A.,  50  years  old,  a  well-marked  and  long-recognized  case  of  hysteria, 
received  an  injury  from  an  automobile  which  at  first  seemed  slight;  at  least, 
no  bruises  or  other  evidences  of  trauma  could  be  found.  She  promptly, 
and  of  her  own  accord,  went  to  bed,  complaining  of  soreness  in  one  hip, 
and  proceeded  to  dominate  the  household  in  a  tyrannical  manner.  Her  hys¬ 
terical  reactions  made  her  so  difficult  to  care  for  that  her  family  moved  her 
to  a  psychopathic  ward.  There,  an  x-ray  film  of  the  hip  showed  an  in- 
tracapsular  fracture. 

All  the  examinations  of  hysterical  patients  should  be  made  with 
caution ;  for  these  patients,  since  very  suggestible,  will  furnish  any 
symptom  which  they  know  the  doctor  is  looking  for;  and,  if  a 
diagnosis  of  a  physical  disease  is  suggested,  will  soon  complete 
the  development  of  that  syndrome. 

The  best  evidences  of  the  presence  of  an  hysterical  personal¬ 
ity  are  gained  from  a  carefully  taken  family  and  past  personal 
history  of  the  patient  which  covers  each  “nervous  state,”  espe¬ 
cially  those  which  appeared  and  disappeared  before  or  during 
puberty.  If  such  proves  negative,  there  is  considerable  doubt  as 
to  the  truly  hysterical  character  of  any  later-appearing  symptoms, 
unless  it  appears  in  response  to  some  unusually  tragic  experience. 

The  term  “stigmata”  of  hysteria  originally  meant  hemorrhagic 
spots,  but,  later,  any  sort  of  marks  which  in  any  way  suggested 
the  “print  of  the  nails”  on  the  palms  of  the  hands  and  feet  of 
subjects  of  religious  ecstasy.  To-day,  the  term  is  used  of  all 
those  signs  of  hysteria  considered  as  pathognomonic ;  but  of  such, 
there  are  none.  The  final  diagnosis  of  hysteria  cannot  rest  on  the 
presence  of  areas  of  anesthesia,  for  example  of  the  pharynx;  on 
the  “globus  hystericus”;  on  any  temporary  paralysis,  rigid  state, 
convulsion,  etc. ;  on  the  inversions  of  the  color  fields  of  vision,  or 
the  fixity  of  their  size ;  for  all  of  these  signs  could  be  provided  in 
response  to  an  unconscious  suggestion  made  by  the  examining 
physician. 

Nevertheless,  the  diagnosis  “hysteria”  should  never  be  made 
by  exclusion;  that  is,  on  the  grounds  of  our  failure,  after  using 
all  the  diagnostic  means  at  our  disposal,  to  prove  the  condition 
anything  else.  Certain  positive  features  also  should  be  present. 
In  each  case  one  should  at  least  be  able  to  recognize  in  the  patient 
a  lack  of  will-power,  a  lack  of  inhibition,  a  tendency  to  myso- 
mania,  selfishness,  or  cowardice,  and  a  tendency  to  exaggeration 
of  the  emotional  states.  One  of  the  most  suggestive  evidences  at 
the  bedside  that  a  physical  syndrome  is,  in  part  at  least,  hysterical, 
is  afforded  by  the  marked  discrepancy  between  the  patient’s  ap- 
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parently  serious  condition  and  his  calm  mental  attitude ;  that  is,  by 
his  apparent  indifference  to  the  consequences  of  the  former  were 
it  genuine.  The  sudden  loss  of  power  in  a  limb,  instead  of  ter¬ 
rifying  him  as  it  would  a  more  normal  person,  he  demonstrates 
with  a  smile ;  an  alleged  condition  which  in  a  nonhysterical  patient 
would  cause  considerable  suffering,  seems  to  give  him  none.  One 
explanation  given  of  this,  the  “belle  indifference”  of  Charcot, 
is  that  the  patient’s  illness,  like  a  safe  fortress,  is  protecting  him 
from  some  problem  of  life  which  he  is  shirking.  Nevertheless, 
he  certainly  is  not  “indifferent”  to  his  symptoms;  he  actually  is 
tremendously  interested  in  them,  and  sees  to  it  that  the  doctor 
overlooks  no  single  detail.  If,  after  his  examination,  the  doctor 
says  in  a  confident  tone  of  voice,  “This  is  nothing;  you  will  get 
well,”  a  resentful  look,  of  great  value  in  diagnosis,  passes  over  the 
patient’s  face,  and  he  firmly  believes  that  the  doctor  doesn’t  under¬ 
stand  his  case. 

The  diagnosis  of  no  other  disease  makes  such  demands  on  one’s 
knowledge  of  anatomy  and  nosology  as  does  hysteria.  She  has 
been  called  the  great  mimic,  imitating  nearly  all  the  maladies  to 
which  the  human  race  is  subject  (Sydenham).  This,  however,  is 
a  far  too  sweeping  statement,  for  many  of  the  states  for  which 
Sydenham  could  find  no  organic  cause  and  so  considered  to  be 
hysterical  are  due  to  organic  diseases  well  known  to-day  (page 
273).  Nevertheless,  few  indeed  are  the  organic  nervous  diseases, 
as  well  as  some  more  general  disorders,  which  hysteria  cannot 
simulate  so  closely  as  to  deceive  all  but  the  best-trained,  and,  at 
times,  them  also.  Often  her  imitations  are  “too  good”;  that  is, 
are  “better”  than  actual  cases  of  these  diseases.  Hysterical  “paral¬ 
yses”  put  to  shame  those  due  to  organic  lesions,  since  with  the 
former  occur  disturbances  of  sensation  impossible  in  a  genuine 
paralysis.  The  hysteria  of  young  children,  however,  is  often 
monosymptomatic ;  that  is,  it  manifests  itself  by  one  symptom 
only,  as  a  simple  paralysis,  or  “tic.”  These  children  seldom  show 
any  emotional  instability;  in  fact,  they  act  like  little  angels.  As 
a  general  rule  all  hysterical  manifestations  may  be  cleared  up  by 
the  administration  of  sodium  amytal.  This  is  about  as  successful 
as,  and  is  much  easier  and  safer  than,  hypnosis. 

Psychasthenic  reactions  usually  can  be  differentiated  from 
those  hysterical  by  the  presence  in  the  former  of  anxiety.  Never¬ 
theless,  in  mild  or  early  cases  of  hysteria  this  differential  point 
has  no  value,  since  the  hysterical  patient  may  react  to  some  of  his 
problems  by  anxiety  alone;  on  other  occasions,  by  anxiety  first, 
this  reaction  soon  to  be  replaced  through  conversion  by  an  hys- 
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terical  manifestation;  remove  this  latter,  and  the  anxiety  may  at 
once  return. 

It  is  important  in  diagnosis  that  while  all  hysterical  clinical  pic¬ 
tures,  early,  are  purely  psychogenic,  yet  not  all  purely  psycho¬ 
genic  clinical  pictures  are  hysterical.  A  psychasthenic  man  in  the 
anxiety  state  of  agoraphobia,  instead  of  crossing  the  street,  stands 
still,  turns  pale,  trembles,  breaks  out  into  a  cold  sweat,  and  per¬ 
haps  vomits.  Such  a  syndrome  may  appear  “hysterical, ”  yet  is 
not,  since  the  anxiety  in  this  case  remains  consciously  attached  to 
its  exciting  cause  (the  open  street),  and  the  reactions  just  de¬ 
scribed  are  “in  the  present”  and  “in  the  open.”  Should,  however, 
the  mental  representations  of  the  physical  manifestations  of  agora¬ 
phobia  become  dissociated  from  the  conscious  workings  of  the 
mind,  lose  their  controlling  and  directing  power  in  purposeful, 
logical,  or  effective  conduct,  and,  escaping  the  awareness  of  the 
individual,  become  a  part  of  an  automatic  mechanism  which,  in 
following  out  its  career  of  unconscious  self-expression,  re-creates 
this  clinical  picture  when  there  is  no  open  space  to  cross,  this 
would  be  an  hysterical  manifestation.  Admit  this,  however,  and 
the  dividing  line  between  hysterical  states  and  psychasthenic  anxi¬ 
ety  attacks  with  unknown  stimulus  (page  320)  disappears,  as  we 
think  it  should. 

In  general,  the  psychogenic  clinical  pictures  of  organic  diseases 
produced  through  neurasthenic  and  psychasthenic  conversion  re¬ 
actions  differ  from  those  of  hysteria  in  that  in  the  former  the 
skin  sensibility  is  intact,  in  fact  is  generally  increased;  the  pres¬ 
sure  points,  sometimes  very  painful,  are  usually  symmetrical,  and 
the  skin  sensations  over  them  are  intact ;  the  visual  fields  are  dimin¬ 
ished  only  when  the  patient  is  fatigued ;  smell,  taste,  and  hearing, 
if  involved  at  all,  usually  are  hyperesthetic;  the  skin  reflexes  are 
rarely  different  on  the  two  sides  of  the  body;  there  are  no  defi¬ 
nitely  convulsive  attacks — merely  attack-like  movements,  clearly 
the  result  of  emotions;  the  mood  is  irritable  or  hypochondriacal; 
intellectual  activity  is  disturbed  only  by  fatigue;  suggestion  in¬ 
fluences  the  condition  very  slightly;  sleep  usually  is  disturbed; 
and,  finally,  the  course  of  the  neurasthenic  or  psychasthenic  state 
rarely  is  polymorphous. 

The  instability  and  emotionalism  alone  of  young  flighty  per¬ 
sons  are  not  necessarily  evidences  of  hysteria,  no  matter  how 
“hysterically”  the  patient  may  act.  In  fact,  hysteria  seldom  mani¬ 
fests  itself  by  behavior  which  the  laity  calls  “hysterical.”  The 
patient  in  a  definitely  hysterical  state  usually  is  serious,  earnest, 
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and  apparently  is  under  perfect  self-control ;  for  the  time  being,  all 
that  he  does  may  be  consistent  with  his  complaint. 

Malingerers,  however,  hysterical  patients  are  not,  provided  by 
malingering  we  mean  that  these  patients  purposefully  use  deceit. 
While  hysterical  patients  may  profit  greatly  by  their  reactions,  yet 
they  have  no  conscious  intent  to  produce  them.  In  fact,  no  matter 
how  hard  they,  or  normal  persons,  might  try,  they  could  not  pos¬ 
sibly,  for  the  same  duration  of  time  and  in  the  same  degree,  pro¬ 
duce  many  of  the  hysterical  clinical  pictures.  The  senses  (e.g., 
vision),  objectively  tested,  may  in  the  hysterical  state  be  many- 
fold  sharpened;  and  muscle  power  may  be  increased  to  degrees 
far  beyond  the  limits  of  normal. 

So  closely  does  the  emotional  apathy  of  the  patient  with  de¬ 
mentia  praecox  resemble  the  “indifference”  of  the  severely  hys¬ 
terical  person,  that  an  early  differential  diagnosis  may  be  impos¬ 
sible.  Foolish  conduct,  amnesia,  negativeness,  catalepsy,  gri¬ 
maces,  and  analgesias  belong  to  both  conditions.  In  both,  the  pa¬ 
tients  frequently  show  “studied  and  pretentious  behavior,  aris¬ 
tocratic  giants,  philosophical  enthusiasms,  religious  enthusiasms, 
religious  originalities,”  etc.  The  hysterical  trance,  however,  begins 
more  suddenly  than  does  the  schizophrenic  (this  often  begins  as 
a  stuporous  state  preceded  by  hyperchondriacal  and  paranoid 
ideas)  ;  its  period  of  negativism  is  much  briefer;  there  is  not  the 
same  energetic  refusal  of  food;  the  drowsy  mood  does  not  last 
as  long,  but  is  suddenly  interrupted  by  “explosions,”  i.e.,  crying 
spells,  muscular  contortions,  etc. ;  menstrual  disturbances  are  not 
as  common;  the  patient  is  much  less  liable  to  soil  himself  (Hen¬ 
derson  and  Gillespie).  Notwithstanding  these  textbook  differ¬ 
ences,  however,  in  some  cases  a  differential  diagnosis  between 
hysteria  and  early  dementia  praecox  may  be  impossible.  To  ex¬ 
plain  this,  some  assume  that  the  personality  of  the  patient  with 
dementia  praecox,  in  its  degeneration  has  reached  just  that  point 
at  which  the  hysterical  mind  stopped  in  its  development.  Later, 
however,  the  differences  between  these  two  conditions  become 
more  marked,  for  in  hysteria  the  two  personalities  (seldom  more) 
never  involve  inconsistencies ;  each  remains  a  homogenous  whole ; 
there  is  no  disorder  of  thought.  In  schizophrenia,  on  the  other 
hand,  personality  is  split  into  “fragments”  and  the  incongruities 
between  these  are  only  too  evident.  Typical  hysterical  states  may 
develop  in  the  manic-depressive  psychosis  especially;  in  general 
paresis ;  and,  often,  in  senile  and  presenile  depressions. 

And,  finally,  but  most  important,  the  physician  who  is  to  treat 
the  patient,  and  not  an  assistant,  should  take  the  patient’s  history, 
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which  should  be  exhaustive  (page  302).  In  this  way  the  hysterical 
personality  of  patients  admitted  for  organic  as  well  as  psychogenic 
diseases  can  be  recognized. 

PROGNOSIS 

Our  ability  to  modify  for  the  better  an  hysterical  personality 
depends  much  on  the  age  and  intelligence  of  the  patient.  Since 
the  severer  grades  of  hysteria  are  found  in  persons  with  slight 
mental  defectiveness,  for  them  very  little  can  be  done  except  to 
establish  them  early  in  some  regular  occupation,  with  responsi¬ 
bilities  which  it  is  well  within  their  power  to  meet. 

The  younger  the  patient  is,  the  better  chance  there  is  to  help 
him  by  reeducation.  While  all  children  are  more  or  less  hys¬ 
terical  and  the  most  of  them  outgrow  this  trend,  yet  some  seem 
particularly  susceptible  to  a  further  development  of  this  tendency, 
and  unless  early  they  receive  careful  training,  it  becomes  more 
and  more  firmly  established. 

The  prognosis  of  the  hysterical  modifications  of  organic  dis¬ 
ease  syndromes  depends  on  our  ability  to  help  the  patient  to  ad¬ 
just  his  mind  to  the  conditions  imposed  by  his  disease.  The  post- 
traumatic  hysterias  have  a  fairly  good  prognosis,  although  the  re¬ 
covery  may  be  slow,  provided  the  emotional  elements  incident  to 
the  accident  itself  receive  due  attention  and  its  medicolegal  aspects 
can  be  adjusted  once  and  for  all. 

PROPHYLAXIS 

The  general  practitioner  can  do  much  to  guide  the  training  of 
the  children  of  neurotic  families,  some  of  whom  may  be  poten¬ 
tially  hysterical.  The  same  general  rules,  of  course,  apply  to  the 
training  of  all  “neurotic”  children  (page  335),  but  certain  dif¬ 
ferences  should  be  noted.  While  the  first  injury  to  the  child 
who  later  will  be  psychasthenic  would  seem  to  be  the  early  devel¬ 
opment  of  a  sense  of  insecurity,  that  of  the  hysterical  child  is  the 
early  development  of  a  sense  of  his  undue  importance  in  the 
family  group.  An  “only  child,”  therefore,  is  in  great  danger; 
also,  the  one  boy  or  the  one  girl  in  a  large  family,  and  all  children 
of  selfish,  unreasonable  parents.  Our  prevention  of  hysteria  in  a 
child,  therefore,  begins  with  the  training  of  all  the  adults  re¬ 
sponsible  for  him. 

The  best  rule  for  the  training  of  even  the  young  baby,  from  the 
day  of  its  birth  and  however  normal  it  may  be,  is  to  “feed  it  regu- 
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larly,  keep  it  clean,  and  leave  it  alone.”  Later,  there  is  no  better 
way  to  preserve  order  in,  or  to  bring  order  into,  the  child’s  mental 
life,  than  to  ingrain  order  into  the  physical  life.  From  the  first, 
his  program  should  provide  for  long  hours  of  sleep  at  night,  for 
an  afternoon  nap  until  he  is  of  school  age,  and  for  abundant  nour¬ 
ishment.  If  such  a  program  is  started  early,  the  child  will  never 
have  known  anything  different ;  if  he  is  with  a  group  of  children 
all  doing  the  same  things  at  the  same  time,  there  will  be  little 
danger  of  his  discovering  that  by  a  whim  of  his  own  he  can  vary 
the  course  of  his  daily  life. 

Early  in  the  life  of  each  child  begins  the  conflict  between  his 
instinctive  compulsions  and  the  cultural  ideas  of  his  social  group 
to  which  he  must  adjust  himself.  He  should  be  taught  by  example 
and  encouragement  to  control  his  own  functions  decently,  if  for 
no  other  reason  than  that  others  have  rights  which  he  must  con¬ 
sider.  Failure  to  gain  this  social  attitude  early,  involves  the 
greatest  danger  for  the  neurotic  child.  Indeed,  one  of  the  most 
important  prophylactic  measures  against  later  hysterical  trends, 
and  one  to  be  applied  from  infancy  on,  is  a  firm,  yet  not  too  direct, 
insistence  upon  the  child’s  “doing  his  bit,”  without  fear  or  favor, 
in  the  common  life  of  the  family.  For  illustration,  his  “bit”  may 
be  merely  to  keep  quiet  when  noise  would  disturb  others.  He 
should  not  be  made  the  object  of  admiration  of  friends  and  rela¬ 
tives.  He  should  be  allowed  for  as  long  a  time  as  possible  to 
remain  unconscious  of  his  own  importance  in  the  world  about  him. 
The  mother  with  an  inferiority  complex  should  be  prevented  from 
exerting  undue  stimulation  of  her  child  in  her  efforts  to  redeem 
herself  through  his,  as  she  believes,  superior  qualities. 

Even  a  child  under  two  years  of  age  is  strongly  impressed  by 
what  he  sees  and  hears  going  on  about  him,  and  he  will  suffer 
from  any  psychoneurotic  trends  which  his  parents  show,  of  what¬ 
ever  type  these  may  be.  For  him,  imitation  is  probably  a  vastly 
more  important  factor  than  is  “heredity.”  The  example  of  a  dis¬ 
orderly-minded  mother,  the  witnessing  of  constant  family  quarrels, 
and  the  discovery  by  the  child  that  his  whims  have  influence,  all 
combine  to  give  him  a  definite  attitude  towards  life  which  later 
education  will  with  difficulty  modify.  On  the  other  hand,  the 
example  of  parents  who  have  trained  themselves  to  be  cheerful 
under  all  circumstances,  to  bear  the  petty  annoyances  of  life  with 
equanimity,  to  keep  their  worries  and  angers  to  themselves,  and, 
especially,  under  all  circumstances  to  act  fairly  towards  others, 
is  a  stimulus  to  fine  character  development  even  in  a  baby. 

If  the  child  has  already  learned  that  he  has  the  power  to  gain 
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his  own  way,  then  the  best  corrective  for  him  is  firm,  quiet  in¬ 
sistence  on  a  scheduled  routine  of  daily  life;  he  should  rise,  eat, 
play,  rest,  etc.,  at  regular  hours.  Such  a  routine  should  be  firmly 
enforced,  but  not  by  punishment ;  for  the  more  severe  the  punish¬ 
ment  the  more  flattered  will  he  feel.  Discipline  should  never  be 
too  evident,  since  too  implicit  obedience  contains  an  injurious  ele¬ 
ment,  even  for  normal  children,  no  matter  how  willingly  it  is 
given.  Military  training,  it  is  claimed,  heightens  the  tendency  even 
of  well-trained  soldiers  to  hysterical  reactions. 

Since  malnutrition  increases  the  intensity  of  all  psychoneurotic 
tendencies,  the  diet  of  the  growing  child  should  be  abundant. 
Since  the  weakness  of  the  hysterical  child  lies  in  his  too  great  sug¬ 
gestibility,  and  it  follows  that  the  duty  of  elders  is  to  set  a  good 
example  before  their  children  by  eating  regularly  the  food  set 
before  them,  without  discussion  as  to  what  is  digestible  and  what 
is  not;  for  such  discussions  furnish  the  child  with  excellent 
material  for  the  hysterical  gastro-intestinal  disorders  of  his  adult 
life. 

The  young  child  with  neurotic  tendencies  needs  a  strong,  vig¬ 
orous,  well-controlled  physical  body.  To  acquire  this,  he  should 
play  in  the  open  air  whenever  possible;  if  necessary,  he  should 
receive  special  physical  training.  His  play  should  not  be  such  as 
tends  to  stimulate  the  imagination,  for,  as  it  is,  he  lives  too  much 
a  sort  of  dream  the  most  of  the  time.  His  play  should  deal  with 
the  actualities  of  life;  the  physical  sports:  building,  digging, 
swimming,  skating,  riding  horseback,  etc.  Indoor  athletics  should 
also  be  encouraged,  especially  if  done  regularly  with  groups  of 
children.  Since  emotional  control  is  gained  largely  through  the 
development  of  muscle  control,  in  all  of  the  child’s  sports  empha¬ 
sis  should  be  laid  on  the  accuracy  the  actions  involve.  He 
should,  for  illustration,  be  encouraged  to  play  a  good  game  of 
tennis.  This  is  very  important,  since  the  spontaneous  activities 
of  the  neurotic  child  are  apt  to  be  spiritless,  aimless,  and  slipshod. 
For  this  reason  much  of  the  so-called  occupational  therapy  of  to¬ 
day  is  of  doubtful  value,  since  it  is  of  such  nature  that  it  can  be 
done  mechanically,  and  so  actually  encourages  day-dreaming  (Jel- 
liffe). 

Since  the  hysterical  character  is  best  displayed  in  the  social 
field,  the  neurotic  child  should  be  taught  to  regard  the  rights  and 
wishes  of  others.  He  should  not  be  overindulged ;  little  attention 
should  be  paid  to  his  little  aches  and  pains;  by  example,  he 
should  be  encouraged  to  be  brave;  to  endure  hardships.  A  daily 
cold  plunge  is  a  useful  tonic;  summer  sea  baths  or  lake  baths  in 
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the  open  air  are  better,  but  should  not  be  overdone.  Certainly 
no  attempt  should  be  made  at  “hardening”  the  child. 

What  the  neurotic  child  studies  is  not  as  important  as  that  his 
lessons  be  regular,  not  too  difficult,  and  free  from  any  competi¬ 
tive  element.  For  him,  a  large  school  is  better  than  a  private 
tutor  or  a  small  school,  the  very  organization  of  which  empha¬ 
sizes  his  abnormality.  In  so  far  as  possible  he  should  choose  his 
own  playmates  in  order  that  so  far  as  is  possible  he  may  make  his 
own  adjustments.  Even  the  hazing  he  gets,  provided  its  cruel 
features  are  promptly  checked,  will  on  the  whole  do  him  more 
good  than  harm.  The  “sensitive”  child  must  not  be  handled  too 
tenderly,  yet  all  harsh  measures  should  be  avoided,  since  these 
tempt  him  into  the  expedients  of  lying,  or  of  hysterical  defense 
reactions,  such  as  headaches,  convulsions,  etc.  His  reading  espe¬ 
cially  should  be  carefully  censored,  and  all  imaginative  literature 
and  exciting  tales,  whether  true  or  false,  avoided. 

Nature  study  is  particularly  valuable  for  the  young  child.  This 
keeps  him  in  the  open  air,  encourages  objectivity,  and  affords  him 
an  opportunity  gradually,  naturally,  and  truthfully  to  gain  from 
the  lower  animals  and  plants  information  concerning  sex,  although 
when  opportunity  arises,  frank  talks  on  this  subject,  including  the 
various  forms  of  self-abuse,  are  of  value. 

Children  who  easily  develop  fears  (for  illustration,  that  of 
being  left  alone,  of  sleeping  in  the  dark,  of  animals,  or  of  at¬ 
tempting  some  act  for  the  first  time)  should  be  sympathetically 
encouraged  to  overcome  them,  but  never  in  a  way  which  empha¬ 
sizes  to  them  the  importance  of  their  emotions. 

All  physical  examinations  of  a  neurotic  child  should  be  made 
with  care  to  avoid  any  suggestions  which  later  may  enrich  his 
future  psychogenic  disorders.  Especially  should  the  pelvic  ex¬ 
aminations  of  a  girl  be  made  under  anesthesia,  lest  she  become 
“pelvic  conscious.”  In  our  examination  and  treatment,  elaborate 
laboratory,  x-ray,  etc.,  examinations,  fussy  dieting,  etc.,  should 
be  avoided,  so  full  of  suggestion  are  they. 

TREATMENT  3 

The  hysterical  patient  suffering  from  some  organic  medical  or 
surgical  condition  should  be  isolated  in  a  cubicle  under  the  care 
of  specially  trained  nurses,  and  so  be  protected  from  the  suggestive 
influences  of  much  that  they  are  likely  to  see  and  to  hear  while 
in  the  hospital.  For  these  patients,  one  should  create  in  the  hos¬ 
pital  the  “atmosphere  of  cure.” 
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Since  even  those  patients  with  pure  hysteria  often  have  also 
some  organic  trouble  which  by  weakening  them  physically  has  less¬ 
ened  their  resistance  to  the  development  of  hysterical  states,  we 
should,  therefore,  strive  to  get  them  into  as  good  physical  con¬ 
dition  as  possible,  using  surgery  if  necessary,  but  with  care  to 
avoid  emphasis  on  the  importance  of  the  physical  condition.  This 
is  particularly  true  when  treating  the  genital  system. 

The  treatment  of  the  patient’s  present  hysterical  state  often  is 
simple;  to  raise  his  resistance  to  the  development  of  others  is 
difficult,  but  should  be  attempted.  Some  clear  up  the  present  state 
with  amytal,  tell  the  patient  what  his  trouble  is,  and  then,  after 
instructing  the  more  normal  members  of  his  family  how  to  deal 
with  him,  send  him  home.  But  a  better  way  is  to  isolate  the 
patient  with  a  trained  nurse,  whose  friendly  disinterestedness  will 
usually  stop  whatever  hysterical  manifestations  are  “at  work.” 
She  should  apparently  not  notice  that  the  patient  is  blind  or  can¬ 
not  talk;  she  should  not  see  his  tremor.  If  he  seems  in  danger 
of  falling  to  the  floor  in  a  severe  convulsion,  she  should  give  him 
every  opportunity  to  do  so.  She  should  never  argue  with  the 
patient,  never  scold  him,  never  try  to  coerce  him ;  merely  show 
him  that  his  hysterical  manifestations  are  of  little  interest  to  her. 
Then,  they  “stop  themselves.” 

One  patient,  a  girl  of  eighteen,  had  had  for  weeks  an  abdominal  tic  (page 
352)  :  that  is,  forcible  rhythmical  contractions  of  the  anterior  abdominal 
muscles  which,  with  almost  the  frequency  of  respiration,  bent  the  trunk  to 
the  side.  As  soon  as  her  weeping  brother  had  left  the  city,  she  became 
quieter,  and  in  twenty  minutes  the  contractions  had  entirely  stopped. 

A  bright  girl  ten  years  old,  with  rhythmical  head  toss  and  barking  cough, 
was  sent  to  a  hospital  for  isolation  treatment.  The  physicians  of  the  hos¬ 
pital  decided  that  she  had  “chorea”  and  the  nurses  took  a  great  interest  in 
her.  Her  “chorea”  became  much  more  pronounced.  She  was  transferred 
to  and  isolated  in  another  hospital  where  the  nurses  were  instructed  to  ap¬ 
pear  not  to  see  her  tic.  It  stopped  on  the  evening  of  the  day  of  admission. 

The  patient,  if  fatigued,  should  rest  in  bed,  but  only  for  a 
short  time,  perhaps  until  he  begins  to  gain  weight  and  to  sleep 
well  (although  they  usually  do),  for  there  may  be  difficulty  in 
getting  him  up  and  about  again.  The  majority  of  these  patients 
later  will  need  a  schedule,  but  not  a  rigid  one  (page  383).  Dur¬ 
ing  this  period  of  isolation  the  patient  is  not  permitted  to  see  any¬ 
one  from  home,  to  write  letters,  or,  at  first,  to  read.  The  dynamic 
situation  then  is  the  transference,  that  is,  the  “sublimation,”  of  his 
interest  to  his  doctor. 

For  diet,  one  commences  with  milk,  two  or  three  quarts  daily 
for  about  a  week,  in  order  that  discussions  concerning  foods  may 
not  arise  early.  After  that,  the  diet  may  be  general.  Never 
should  any  question  be  allowed  to  arise  as  to  the  “scientific”  suit- 
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ability  of  the  various  foods  for  him,  or  as  to  his  duty  to  eat  what 
is  served.  In  the  choice  of  foods,  however,  the  nurse  should  be 
allowed  considerable  discretion. 

Drugs. — Sodium  amytal  is  of  the  greatest  value  in  controlling 
hysterical  symptoms ;  is  much  safer  than  hypnosis.  Tonics,  espe¬ 
cially  iron,  arsenic  and  strychnine,  but,  best  of  all,  cod  liver  oil, 
are  valuable  in  proportion  as  they  aid  to  improve  the  patient’s 
general  condition,  but  should  never  be  emphasized.  Bromide  and 
the  barbituric  acid  preparations  are  the  safest  quieting  agents,  but 
seldom  are  necessary.  Calcium  salts  have  been  recommended  to 
quiet  any  excessive  muscular  irritability.  Never  should  the  patient 
be  told  what  medicine  he  is  getting,  nor  why.  Of  the  endocrine 
preparations,  thyroid  extract,  and,  possibly,  corpus  luteum  are 
the  only  ones  to  be  allowed,  since  they  alone  can  be  administered 
by  mouth.  Subcutaneous  therapy,  physiotherapy,  hydrotherapy, 
and  electrotherapy  especially,  are  to  be  avoided,  so  rich  are  they 
in  suggestion. 

Little  by  little,  carefully  selected  reading  may  be  allowed,  even 
prescribed.  A  book,  however,  which  contains  ideas  which  fit  in 
too  well  with  the  patient’s  emotional  complexes  may  do  great 
harm. 

In  talking  to  these  patients  one  refuses  to  discuss  in  detail  their 
hysterical  symptoms.  He  merely  tries  to  convince  them  that  he 
understands  their  case,  encourages  them  to  cooperate,  leads  them 
to  despise  their  old  selves  and  to  seek  to  be  nobler  men. 

In  all  discussions  on  the  therapy  of  hysteria,  psychoanalysis 
has  received  considerable  attention.  Of  the  value  of  psychic  ex¬ 
ploration,  whether  as  the  confession  in  the  church,  or  as  the  “cath¬ 
artic”  method  of  Breuer,  or  in  that  brief  form  of  mental  explora¬ 
tion  which  internists  are  likely  to  use,  there  can  be  little  doubt. 
But  with  the  psychoanalysis  as  elaborated  by  Freud,  the  internist 
should  not  dabble.  That  is  a  specialty  in  which  few  are  skilled ; 
in  the  hands  of  others,  it  seems  to  do  more  harm  than  good 
(page  342).  For  the  markedly  hysterical  patients,  prolonged  psy¬ 
choanalysis  by  an  expert  has  its  important  place,  but  for  those 
who  show  only  occasional  hysterical  manifestations,  and  usually 
for  fairly  evident  reasons,  simple  mental  exploration  will  do 
therapeutically  all  that  analysis  can,  for  we  agree  with  Stekel 
that  for  these  patients  the  events  of  the  past  are  not  forgotten; 
there  is  merely  a  voluntary  amnesia  to  them;  they  have  “turned 
away”  from  the  truth. 

Our  duty  is  to  try  to  convince  the  patient  that  the  hysterical 
way  of  avoiding  his  responsibility  is  unworthy  of  him,  and  to  so 
build  him  up  physically  that  he  may  have  the  necessary  nervous 
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strength  to  endure  misfortune  and  disappointment  without  eva¬ 
sion;  to  show  him  the  vision  of  the  kind  of  man  he  should  try 
to  be ;  to  help  him  “to  gain  a  better-balanced  method  of  expressing 
his  instinctive  cravings  at  socially  adapted  levels.” 6  What  he 
actually  needs  is  a  new  philosophy  of  life;  a  genuine  desire  to 
rise  above  his  hysterical  subterfuges;  the  determination  to  face 
the  problems  of  life  with  courage. 

Hypnosis  is  sometimes  of  great  value  in  diagnosis ;  as  a  means 
of  gaining  immediate,  spectacular  improvement,  it  cannot  be  sur¬ 
passed;  but  in  the  long  run  it  does  the  patient  more  harm  than 
good,  by  lowering  his  resistance  to  the  development  of  further 
manifestations  of  his  hysteria.  Dream  analysis,  like  much  chem¬ 
ical  laboratory  work,  is  interesting ;  but  when  the  results  thus  ob¬ 
tained  are  convincing,  the  case  usually  is  so  clear  that  we  do  not 
really  need  its  help;  and  when  the  case  itself  is  doubtful,  then 
the  results  of  dream  studies  usually  are  still  more  so.  One  form 
of  psychotherapy,  suggestion,  has  attracted  considerable  atten¬ 
tion  since  Babinski  gave  his  terse  definition  of  hysteria  in  terms 
of  this  (page  365),  yet  by  its  use  one  is  not  affecting  the  patient’s 
unconscious  repressions,  and  he  certainly  is  exploiting  the  latter’s 
greatest  weakness,  his  too  easy  suggestibility. 

The  physician’s  visits  to  the  hysterical  patient  should  be  fre¬ 
quent  and  at  the  time  promised.  It  is  important  that  he  train  his 
medical  and  nursing  staffs  to  cooperate,  by  the  order  and  man¬ 
ner  in  which  they,  as  a  group,  enter  the  patient’s  room,  their  atti¬ 
tudes  during  the  visit,  and  by  their  care  in  following  out  his 
orders,  in  making  each  of  his  visits  the  event  of  the  day.  He 
should  carefully  plan  in  advance  each  conversation,  and  try  each 
time  to  leave  with  the  patient  some  new  idea  on  which  to  meditate, 
something  that  will  aid  him  to  gain,  step  by  step,  a  new  and 
healthier  point  of  view  of  life,  to  understand  himself  better,  to 
desire  to  gain  more  strength  of  character.  It  is,  nevertheless,  the 
personality  of  the  doctor  and  of  his  staff  which  will  aid  the  patient 
more  than  any  particular  things  which  he  or  they  may  say  or  do. 
The  patient  should  desire  to  be  like  him.  It  is  unfortunately 
true,  however,  that  in  the  case  of  hysterical  women,  sublimation 
through  “substitution”  has  its  dangers. 

Since  the  employment  of  religious  ideals  and  practices,  when 
well  applied,  are  valuable  in  the  rehabilitation  of  the  hysterical 
patient,  the  cooperation  of  a  clergyman  often  aids  greatly.  It  is 
from  well-directed  personal  religion  that  a  patient  gets  his  greatest 
inspiration  to  be  transparently  honest  with  himself,  and  to  ob- 
jectivize  in  his  outer  life  the  best,  and  not,  as  does  the  hyster¬ 
ical  patient,  the  worst  in  his  inner  life.  Those  of  his  repressed 
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complexes  which  do  not  aid  him  to  do  this  will  disappear. 

Nevertheless,  true  religion  always  applies  to  itself  the  test  of 
unselfish  service  for  others,  and  the  physician,  when  he  tries  to 
interest  his  patient  in  religion,  and  later  in  some  form  of  social 
work,  should  never  emphasize  its  therapeutic  value,  but  should 
attempt  to  arouse  in  his  patient  a  genuine  interest  in  those  less 
fortunate  than  himself ;  and,  remembering  that  religion  is  the  very 
sphere  in  which  hysteria  has  in  the  past  disported  itself  most 
harmfully,  he  should  control  all  that  which  the  clergyman  and 
others  attempt  to  do  for  his  patient. 

Later  Treatment. — After  four  to  six  weeks  of  such  regime, 
the  patient  may  be  permitted  more  latitude,  especially  concerning 
mail  and  visitors.  Before  he  returns  to  his  home,  the  family 
should  be  carefully  informed  concerning  the  attitude  they  should 
maintain  towards  him.  Kind  cooperation  should  be  emphasized ; 
all  should  pledge  themselves  to  live  the  same  regular  self -con¬ 
trolled  life  that  they  expect  the  patient  to  live.  Also,  they  should 
be  taught  to  exhibit  a  trained  indifference,  not  antagonism,  to  his 
hysterical  manifestations;  that  is,  to  act  as  though  these  were 
not  occurring. 

Whether  or  not  the  hysterical  patient  should  marry  is  a  much- 
disputed  point.  Some  writers,  in  the  interest  of  posterity,  would 
try  to  prevent  this  if  the  hysteria  is  at  all  well  marked.  Others 
say  that  the  physician  should  simply  state  the  situation  objectively 
to  the  patient  and  to  his  family,  and,  without  advising,  let  them 
decide.  We  feel  that  the  doctor  should  assume  all  of  that  re¬ 
sponsibility  which  his  expert  knowledge  imposes  upon  him,  and 
therefore  should  give  positive  advice.  Concerning  offspring,  the 
case  is  slightly  different.  It  would  seem  wise,  if  the  hysteria  of 
the  patient  is  definite,  and  especially  if  there  is  evidence  of  any 
neurotic  tendencies  in  others  also  of  his  family,  to  urge  that  if 
marriage  is  entered  into  it  should  be  without  offspring.  In  a  less 
clear  case  the  question  of  possible  children  depends  much  on  the 
financial  means  and  emotional  capacity  of  the  parties  involved  to 
meet  their  responsibilities.  In  any  case,  the  problems  which  the 
future  may  hold  for  the  two  persons,  and  especially  for  their  pos¬ 
sible  children,  should  be  presented  in  none  too  optimistic  terms. 
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CHAPTER  XXVI 


THE  EPILEPTIC  PATIENT 

' 

Of  all  “nervous”  patients,  possibly  few  are  as  often  misunder¬ 
stood  as  are  epileptics  without  known  “fits,”  and  of  these  there 
must  be  many.  We  shall  describe  this  condition  rather  minutely 
in  order  to  develop  the  evidence  which  we  think  relates  epilepsy 
indirectly  to  the  psychoneuroses.  Although  the  known  epileptic 
population  of  the  United  States  is  estimated  as  62  per  100,000 
(Levy1  quoting  Rosanoff),  yet  5.15  per  1,000  of  the  men  drafted 
for  the  World  War,  with  all  known  epileptics  eliminated  in  pre¬ 
vious  examinations,  were  rejected  for  epilepsy.  Evidently,  there¬ 
fore,  the  number  of  misunderstood  “latent,”  “atypical,”  “incom¬ 
plete”  and  mild  cases  of  epilepsy  must  be  large.  Epilepsy  is  a 
condition  of  which  typical  convulsive  attacks  are  by  no  means 
the  only  evidence;  it  is  its  other  manifestations  which  we  pro¬ 
pose  now  to  discuss. 

In  former  days  epilepsy  was  a  question  of  convulsions ;  all  hav¬ 
ing  “fits”  received  the  same  diagnosis.  The  advances  in  medicine 
of  the  past  fifty  years  at  first  encouraged  us  to  separate  from 
so-called  “genuine”  or  “idiopathic”  epilepsy  many  other  convul¬ 
sive  states.  Some  of  these  were  symptomatic  of  over  eighty 
(Block)  various  organic  diseases.  Among  them:  cerebral  tumors, 
lues,  thrombosis,  and  trauma;  tuberculous  meningitis;  general 
paresis,  pachymeningitis ;  epidemic  encephalitis ;  multiple  sclerosis ; 
heart  and  kidney  diseases,  including  uremia  and  eclampsia;  acute 
poisonings,  as  by  alcohol  especially;  and  some  of  the  acute  infec¬ 
tious  diseases,  as  scarlet  fever,  measles  and  typhoid  fever.  To 
this  group  may  well  be  added  “focal”  (Jacksonian)  epilepsy,  the 
convulsions  of  which  are  due  to  gross  and  sometimes  remediable 
brain  lesions;  the  epileptiform  convulsions  associated  with  the 
infantile  paralyses  due  to  cerebral  hemorrhages  incident  to  birth; 
the  convulsive  states  of  uremia  and  eclampsia ;  and,  possibly,  those 
of  alcoholism  which  develop  during  the  height  of  the  intoxication, 
but  not  the  cases  of  alcohol  epilepsy  (page  392).  In  all  of  these 
and  many  similar  conditions,  convulsions  of  various  types  may 
occur,  some  of  them  very  like  those  of  idiopathic  epilepsy.  That, 
however,  the  convulsive  symptoms  of  these  conditions  can  be  sep- 
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arated  from  those  of  idiopathic  epilepsy  on  the  mere  ground  that 
they  occur  in  association  with  demonstrable  organic  lesions,  is 
no  true  criterion,  since  demonstrable  microscopic  lesions  are 
claimed  also  for  all  cases  of  idiopathic  epilepsy. 

Several  other  groups  of  cases  more  recently  have  been  sepa¬ 
rated  from  idiopathic  epilepsy,  but  concerning  them  controversy, 
to-day,  is  keen.  We  refer  to  the  various  affect-epilepsies  (page 
391),  hystero-epilepsy  (page  350),  alcohol  epilepsy  (page  392), 
pyknolepsy  (page  397),  etc.  The  tendency  of  to-day,  however,  is 
to  include  all  of  these  in  the  same  class  with  idiopathic  epilepsy.2 

All  forms  of  epilepsy  have  one  element  in  common :  the  pres¬ 
ence  of  convulsive  motor  manifestations.  Of  stimuli  which  pre¬ 
cipitate  the  attacks,  there  are  many;  but  underlying  all,  includ¬ 
ing  those  based  on  definite  organic  lesions,  there  is  assumed  to 
be  that  “something”  which  determines  the  convulsibility  of  certain 
individuals. 

Idiopathic  epilepsy  is  usually  defined  as  a  chronic  condition 
which  ultimately  leads  to  a  greater  or  lesser  and  permanent  mental 
deterioration,  which  is  dependent  on  a  characteristic  neuropathic  en¬ 
dowment,  and  is  characterized  by  the  recurrences  of  sudden  seiz¬ 
ures,  spasms,  convulsions,  or  transient  psychical  states,  in  all  of 
which  the  one  essential  element  is  some  interference  with  con¬ 
sciousness.  Now,  however,  deterioration  is  not  considered  to  be 
a  test  of  true  epilepsy  (page  391). 

The  problems  which  are  to  receive  our  special  attention  are : 
that  of  an  innate  abnormal  mental  pattern,  which  makes  the  seiz¬ 
ures  possible;  and  second,  those  manifestations  of  epilepsy  which 
do  not  suggest  this  diagnosis. 

The  Epileptic  Personality. — That  the  majority  of  self-evi¬ 
dent  epileptics  have  a  peculiar  and  recognizable  personality,  the 
so-called  epileptic  character,  has  long  been  claimed,  but  also  de¬ 
nied.  Nevertheless,  it  is  unusual  to  find  an  epileptic  person,  even 
one  with  a  mild  grade  of  this  trouble,  who  does  not  present  some 
evidence  of  psychic  abnormality.  Usually  the  mental  development 
early  was  slightly  retarded,  and,  later,  marked  egocentricity  de¬ 
velops,  which,  when  marked,  leads  to  morbid  supersensitiveness 
and  hypochondriasis.  Also,  there  is  marked  emotional  ineffective¬ 
ness,  a  poverty  of  ideas,  and  a  rigidity  of  ideation  and  mentation. 
Epileptics  usually  show  marked  pedantry ;  matter-of-factness ;  and 
unjustified  conceit.  They  are  moody,  sometimes  lazy  or  lethargic, 
sometimes  stubborn  and  pugnacious.  They  are  incapable  of  fine 
social  adaptation,  since  they  are  too  self-centered,  morbid,  and 
unsocial;  are  subject  to  periods  of  irritability;  have  a  tendency 
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to  outbursts  of  anger ;  etc.  In  many  other  ways  also  they  are  defi¬ 
nitely  inadequate.  Many  epileptics  show  their  emotional  deficiency 
by  their  peculiar  nonmelodic  type  of  speech,  the  plateau  speech. 
Because  of  their  poverty  of  ideas,  they  struggle  to  express  them¬ 
selves,  therefore,  they  coin  new  words,  change  the  subject  of  con¬ 
versation  suddenly,  and,  by  way  of  overcompensation,  use  extrava¬ 
gant  language.  Some,  whose  intentions  are  of  the  best,  show  a  sur¬ 
prising  lack  of  tact  in  their  dealings  with  others ;  they  are  over- 
critical  ;  are  venomous  in  their  slander. 

Even  those  with  high  social  standing  may  be  peculiarly  un¬ 
moral,  not  hesitating  to  lie,  steal,  or  poison  the  neighbors’  dogs, 
all  of  which  they  do  without  any  emotional  reaction.  They  some¬ 
times  are  heartless  to  their  parents  and  cruel  to  their  own  chil¬ 
dren.  While  such  traits  may  in  part  be  evidence  of,  or  compen¬ 
sations  for,  an  inferiority  complex,  yet  in  large  measure  they 
may  be  considered  as  evidence  of  a  profound  defect  of  personality, 
detectable  not  only  in  patients  with  severe  epileptic  seizures,  but 
also,  and  sometimes  in  marked  degree,  in  those  who  have  only 
mild  seizures  or  merely  their  equivalents.  Indeed,  this  mental 
pattern  alone  and  without  the  aid  of  the  seizures,  may,  it  is  said, 
become  dynamic  enough  to  wreck  the  patient’s  career.  On  the 
other  hand,  many  chronic  epileptics  (among  whom,  it  is  claimed, 
are  some  world  celebrities)  would  seem  to  give  no  evidence  of 
such  defects  of  personality,  although  careful  examination  might 
reveal  in  them  also  a  slight  progressive  rigidity  of  the  primary 
character-traits.  These  temperamental  peculiarities  of  epileptics 
are  thought  by  some  to  be  inherited.  Evidences  of  them  often 
appear  in  earliest  childhood,  or  at  least  before  the  onset  of  the 
convulsions.  For  such  personalities,  ‘‘fits,”  some  think,  are  log¬ 
ical  escape-reactions,  used  when  difficult  problems  of  life  arise. 

IDIOPATHIC  EPILEPSY 

“Fits,”  the  most  characteristic  of  epileptic  manifestations,  occur 
in  two  types:  the  major  convulsive  paroxysms  (grand  mal), 
usually  complete,  but  at  times  incomplete  or  atypical,  and  petit 
mal,  or  abortive  seizures.  A  major  seizure  to  be  complete  would 
at  least  present  an  aura,  loss  of  consciousness,  convulsive  move¬ 
ments,  and  an  immediate  postparoxysmal  state  of  stupor,  confu¬ 
sion  and  exhaustion.  Some,  in  addition,  have  prodomata,  both 
remote  and  near ;  some  are  followed  by  postparoxysmal  psychoses. 

The  prodromal  symptoms  of  an  idiopathic,  epileptic  fit,  when 
it  occurs,  as  a  rule  immediately  precede  it ;  nevertheless,  some,  the 


Symptoms 


387 


“remote  prodromata,”  may  antedate  it  by  hours  or  even  days.  Of 
these  latter  the  most  common  form  is  a  distinct  psychical  and 
nervous  change.  The  patient  becomes  suspicious,  irritable,  stub¬ 
born,  sullen;  or  he  may  show  daydreaming  or  lethargy.  This 
state  becomes  more  and  more  marked  until  the  stress  accumulates 
to  the  explosive  level,  whereupon  a  series  of  petit  mal  attacks  or 
one  severe  convulsion  “clears  up  for  the  time  being  the  clouds  in 
the  epileptic’s  life,”  following  which  for  a  while  he  may  feel  dis¬ 
tinctly  better. 

Other,  but  more  immediate,  prodromata  are :  feelings  of  appre¬ 
hension  ;  indescribable  uncomfortable  feelings  of  “tension,”  “pres¬ 
sure”  and  “unreality”  in  various  parts  of  the  body;  fearful 
dreams ;  insomnia ;  lethargy ;  hallucinations ;  euphoria ;  occasion¬ 
ally,  sudden  impulsions  leading  to  unexplainable  acts ;  a  headache 
which  increases  in  severity;  a  period  of  confusion  or  of  vertigo; 
an  inability  to  concentrate  the  mind  or  to  engage  in  physical  ac¬ 
tivities  ;  etc.  Some  patients  say  that  their  limbs  become  tired  and 
heavy,  that  their  skin  burns  and  creeps ;  others  describe  vaso¬ 
motor  changes  which  may  affect  nearly  all  the  tissues,  but  espe¬ 
cially  the  mucous  membranes.  Other  prodromata  take  the  form 
of  feelings  of  unreality,  of  reminiscence,  that  is,  that  the  sen¬ 
sation  then  felt  has  been  experienced  before.  All  of  such  pro¬ 
dromata,  however,  may  occur  also  as  isolated  events,  independent 
of  a  convulsion,  major  or  minor. 

Auras  are  those  prodromal  symptoms  which  immediately  pre¬ 
cede  some  of  the  convulsions.  These  are  present,  however,  in 
only  about  one-third  of  all  major  attacks;  other  patients  know 
nothing  of  their  attacks  until  they  are  over.  Auras  may  be  sen¬ 
sory,  motor,  vasomotor,  or  psychic. 

The  sensory  auras,  the  most  common,  include  a  “sinking  feel¬ 
ing”;  an  “awful,”  “unreal,”  or  “indescribable”  sensation  in  the 
abdomen ;  a  pain ;  a  feeling  of  warmth  or  cold ;  specks  before  the 
eyes,  etc. ;  the  motor  aura  may  be  some  sudden  muscular  twitch¬ 
ing  ;  an  impulse  to  run ;  etc. ;  the  vasomotor  auras  are  local  angio¬ 
spasms  or  angiopareses ;  the  psychic  auras  may  be  obsessive 
thoughts.  While  definitely  perceived  and  clearly  remembered,  yet 
auras  usually  occupy  so  brief  a  time  that  they  do  not  aid  the 
patient  to  protect  himself  against  injury  when  he  falls  in  the  fit. 

Grand  Mal. — The  major  convulsion  begins  suddenly,  often  with  an  in¬ 
voluntary  cry  which  the  patient  does  not  remember.  His  loss  of  conscious¬ 
ness  usually  is  so  sudden  and  complete  that  in  falling  he  makes  no  attempt 
to  save  himself.  As  a  rule,  the  fit  begins  with  a  tonic  spasm  of  all  the  mus¬ 
cles  of  his  body,  which  lasts  about  thirty  seconds,  at  the  end  of  which  time 
the  cyanosis  is  extreme.  Then  follows  the  stage  of  clonic  spasm  with  simple 
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but  violent  flexion-extension  jerkings  which  involve  the  entire  voluntary 
musculature  (including  the  sternomastoids )  and  which  sometimes  are  forci¬ 
ble  enough  to  cause  severe  injury.  It  is  then  that  the  tongue  may  be  bitten 
and  the  urine  and  feces  passed.  This  stage  lasts  about  one  and  a  half 
minutes. 

During  the  convulsion  the  deep  reflexes  may  at  first  be  temporarily  abol¬ 
ished,  but  later  are  exaggerated;  Babinski’s  sign  may  be  positive  on  both 
sides  or  one  side.  At  the  start  of  the  convulsion  the  light  reflex  and  the 
corneal  reflex  are  abolished,  but  very  soon  the  pupils  dilate  widely. 

Next  to  the  loss  of  consciousness  and  the  convulsion,  vasomotor  disturb¬ 
ances  are  the  most  characteristic  features  of  epileptic  seizures.  These  ex¬ 
plain  the  facies,  which  often  suggest  strangulation;  the  sudden  and  marked 
rise  of  blood  pressure;  the  hemorrhages  from  any  or  all  of  the  mucosae 
(profuse  bleeding  is  rare)  ;  and  the  petechiae  which  often  appear  over  the 
brows  and  mastoid  processes. 

At  the  close  of  a  grand  mal  seizure,  the  diaphragmatic  breathing  becomes 
forcible.  Then  the  patient  sighs  deeply  and  slowly  regains  consciousness. 
At  first  he  is  more  or  less  confused  and  often  complains  of  headache.  He 
may  seem  to  wake  up,  look  about  as  though  in  alarm  or  trying  to  collect 
his  thoughts,  and  then  he  settles  back  into  a  deep  sleep  which  may  last  from 
fifteen  minutes  to  several  hours.  Or  the  convulsions  may  be  followed  by 
a  period  of  psychic  excitement  with  dream  hallucinations  which  may  or  may 
not  lead  to  various  motor  activities.  Of  the  entire  period  of  the  attack, 
from  after  the  aura  on,  there  usually  is  complete  amnesia. 

After  a  major  fit  has  passed,  the  patient  is  greatly  fatigued  and  may, 
for  even  one  or  two  hours,  suffer  definite  muscular  paresis.  For  a  while  he 
is  incapable  of  mental  work;  is  sad,  irritable,  and  hypochondrical.  He  may 
have  nausea,  vomiting,  anorexia,  and  pains  in  the  muscles  and  joints.  A  loss 
of  cutaneous  sensibility  may  persist  for  some  time  after  an  attack.  Other 
patients,  however,  feel  better  after  the  fit  is  over. 

All  patients  with  epilepsy  would  seem  to  have  more  attacks 
during  the  night  than  during  the  day.  Indeed,  the  day  attacks, 
according  to  the  belief  of  some,  do  not  begin  until  the  disease 
has  become  deeply  rooted.  Many  patients  have  all  of  their  fits 
during  sleep  (nocturnal  epilepsy),  hence  for  years  their  condition 
may  not  be  recognized,  not  until  they  marry,  enter  military  serv¬ 
ices,  or,  finally,  a  convulsion  occurs  during  the  day. 

During  the  periods  between  their  fits  many  epileptics  have 
muscular  cramps,  the  so-called  “jumps”  (myoclonia,  page  222), 
twitchings,  spasms,  partial  convulsions,  vertiginous  attacks,  ce¬ 
phalic  sensations,  visual  hallucinations  and  other  subjective  phe¬ 
nomena,  all  of  which  may  occur  also  either  as  independent  mani¬ 
festations  or  as  precursors  of  complete  fits. 

Of  the  transitory  psychical  states  which  follow  epileptic  parox¬ 
ysms  there  are  four  fairly  distinct  groups:  the  common  stupor, 
which  usually  is  brief  but  which  may  last  for  hours ;  periods  of 
more  or  less  orderly  and  systematic  automatism,  which  lasts 
usually  from  a  few  minutes  to  several  hours  (page  390)  ;  periods 
occupied  by  series  of  dream-like  hallucinations  (page  391);  and 
temporary  psychoses  which  may  last  for  several  days.  These  last 
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are  characterized  by  periods  of  severe  and  prolonged  excitement 
with  pronounced  incoherence  and  violent  impulsive  acts.  In  this 
I  group  belong  those  “psychoses  without  convulsions,”  or  “the 
j  psychic  equivalent  of  the  epileptic  convulsions,”  which  are  charac- 
I  terized  by  confusion  with  hallucinations  which  lead  the  patient  to 
perform  foolish,  immoral,  and  often  criminal  acts,  which  are  not 
uncommon  and  are  very  important  in  forensic  medicine.  Some 
of  them  should  probably  be  considered  as  remote  prodromata  oc¬ 
curring  alone,  and  others,  as  postconvulsion  psychoses  which  fol¬ 
lowed  convulsions  so  slight  that  the  latter  were  overlooked.  Such 
psychoses,  as  a  rule,  are  the  more  severe  the  more  frequent  the 
convulsions  (often  mild)  and  the  shorter  the  intervals  between 
them.  In  alcoholic  and  other  “toxic”  cases,  however,  they  may 
follow  partially  developed  convulsions  and  those  severe  ones  which 
occur  at  long  intervals.  The  worst  cases,  however,  follow  abor¬ 
tive  attacks,  motor  auras,  attacks  of  vertigo  or  brief  lapses  of  con¬ 
sciousness. 

Petit  Mai. — Petit  mal  is  the  proper  title  for  all  seizures  which 
last  from  only  a  few  seconds  to  half  a  minute.  As  a  rule  they 
are  common  in  cases  with  grand  mal  seizures,  than  which,  in  the 
long  run,  they  are  certainly  no  less  serious.  Some  of  them  may 
be  considered  as  the  equivalents  of  motor  auras ;  others  are  prob¬ 
ably  abortive  grand  mal  attacks. 

In  these  minor  convulsions  all  levels  of  the  central  nervous  sys¬ 
tem,  from  the  highest  to  the  lowest,  may  be  involved.  In  the 
mildest  cases  there  is  momentary  loss  of  consciousness  with  muscle 
relaxation.  The  patient,  if  talking,  pauses  for  a  few  seconds, 
losing  the  thread  of  his  conversation.  Or  there  is  merely  a  mo¬ 
mentary  twitch  of  a  muscle  of  the  eye  or  of  one  side  of  the  face. 
In  many  cases,  during  a  movement  of  unconsciousness,  the  person 
drops  what  is  in  his  hands.  In  others,  there  is  a  brief  vision  or 
hallucination,  leading  to  a  defensive  motion ;  or  a  period  of  con¬ 
fusion  lasting  from  a  minute  to  hours,  without  loss  of  conscious¬ 
ness,  but  with  automatic  movements.  Other  patients  have  minor 
attacks  which  are  purely  psychic,  with  automatic  or  semi-pur¬ 
posive  movements  which  are  not  at  all  convulsive.  Certain  ver¬ 
tigoes,  usually  attributed  to  other  causes,  also  may  belong  here. 
In  the  severest  attacks  of  petit  mal  the  patient  falls  to  the  ground, 
or  makes  irregular  movements  which  suggest  a  major  convulsion. 
Such  petit  mal  attacks  are  common  in  patients  whose  major  fits 
are  without  auras.  A  petit  mal  manifestation  over,  speech,  work, 
and  other  activities  are  resumed  at  the  point  where  the  seizure 
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began.  There  is  usually,  though  not  always,  amnesia  of  the  period 
of  these  minor  attacks. 

There  seldom  is  any  difficulty  in  recognizing  the  nature  of 
petit  mal  manifestations.  Confused  with  them,  however,  may  be 
spells  of  vertigo,  migraine,  and  syncope  due  to  various  other 
causes,  and  possibly  moments  of  intense  obsessional  thinking 
(page  325).  Nevertheless,  any  spell  in  question  is  probably  petit 
mal  if  the  patient  previously  has  ever  had  other  and  more  defi¬ 
nitely  epileptic  manifestations. 

The  same  person  may  at  different  times  have  every  grade  of 
seizure ;  warnings  only,  petit  mal,  incomplete  attacks  of  all  grades, 
and  fully  developed  fits. 

Atypical  Epilepsy. — The  atypical  attacks  of  epilepsy  may 
have  the  same  prodromas  and  the  same  auras  as  do  typical  grand 
mal  convulsions.  They  certainly  have  the  same  significance. 
Some  are  atypical  in  that  consciousness  is  lost  slowly,  allowing 
the  patient  time  to  seat  himself  or  to  lie  down  on  the  floor ;  others, 
in  that  the  patient  has  full  recollection  of  the  tonic  stage,  or  even 
of  an  entire  grand  mal  attack  (conscious  epilepsy).  In  such  cases, 
the  rigidity  does  not  develop  instantaneously  throughout  the  entire 
musculature,  but  may  begin  first  on  one  side  of  the  body  or  in 
local  groups  of  muscles  on  both  sides.  In  the  latter  case  the  re¬ 
sulting  movements  may  at  first  seem  coordinated.  Dr.  L.  Pierce 
Clark  suggested  that  these  atypical  attacks  indicate  that  the  epi¬ 
lepsy  is  a  manifestation  of  a  marked  hereditary  degenerative  per¬ 
sonality. 

The  so-called  paradoxical  seizures  sometimes  resemble  motor 
auras.  Of  these,  the  best  example  is  epilepsia  procursiva,  during 
a  seizure  of  which  the  patient  cries  out,  and  then,  instead  of 
falling,  runs  forward  at  great  speed,  colliding  with  any  object  in 
his  way.  He  then  stands  still  for  a  few  seconds  and  becomes 
conscious,  his  face  very  flushed.  One  patient,  mentioned  by 
Clark,  fell  to  the  floor  and  for  about  twelve  seconds  rolled  over 
and  over,  crying  out  continually. 

Certain  rare  rudimentary  attacks,  of  great  interest  to  general 
practitioners,  are  those  convulsions  which  resemble  apoplectic 
strokes.  Such  suggest  severe  tonic  vasomotor  crises. 

Among  the  numerous  so-called  psychical  equivalents  of  epi¬ 
leptic  fits,  also  of  great  importance  to  internists,  are:  transient 
disturbances  of  consciousness;  brief  periods  of  amnesia,  which 
begin  suddenly  without  warning  and  end  as  quickly,  during  which 
the  patient  may  perform  simple  automatic  actions  or  may  mani¬ 
fest  certain  impulsions  (such  attacks  are  termed  by  the  French 
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writers  “petit  mal  intellectual”)  ;  brief  attacks  of  mania,  confu¬ 
sion,  automatism,  abstraction  or  irritability;  brief  dream  states. 

Epileptic  Dementia. — Late  mental  deterioration  develops  most 
often  in  those  patients  whose  attacks  begin  at  or  before  puberty, 
and  especially  in  those  who  had  fits  between  the  ages  of  five  and 
twelve;  in  those  patients  subject  to  serial  attacks;  and  in  those 
who  have  numerous  abortive  attacks.  The  dementia  may  develop 
to  any  grade,  from  a  mere  defect  of  memory  for  recent  events  to 
pronounced  dementia.  Considering  the  epileptic  group  as  a  whole, 
however,  and  especially  if  we  include  those  cases  which  never 
reach  institutions,  it  does  not  often  develop,  and  is  not  to  be  con¬ 
sidered  as  a  necessary  sequela  of  this  disease. 

The  first  sign  of  such  deterioration  is  that  the  brief  mental  and 
physical  exhaustion  which  follows  practically  all  fits  becomes  more 
and  more  prolonged,  until  finally  it  becomes  a  permanent  con¬ 
dition.  The  patient  gradually  loses  the  capacity  to  receive  new 
impressions;  his  forgetfulness  extends  more  and  more  toward 
the  past,  but  never  uniformly,  for  there  may  be  complete  oblivion 
of  certain  experiences  while  of  others  the  memory  is  perfect ;  the 
trend  of  thought  becomes  more  and  more  monotonous  and  the 
speech  expression  awkward  and  dull.  Marked  dementia  is  char¬ 
acterized  by  the  incidence  of  attacks  of  anger  and  sexual  extrav¬ 
agances. 

AFFECTEPILEPSY 

Affectepilepsy  and  “reactive  epilepsy”  are  names  given  to  those 
convulsive  states  which  would  seem  to  be  reactions  to  intolerable 
social  situations.  Such  attacks  are  common  among  inmates  con¬ 
fined  in  prisons,  state  institutions,  etc.  The  assumption  behind 
the  term  “affectepilepsy”  is  that  any  normal  person  might  have 
an  epileptiform  attack,  even  with  the  biting  of  the  tongue  and  the 
incontinence  of  the  sphincters,  provided  the  situation  which  stim¬ 
ulated  it  were  intolerable  enough.  Many,  however,  deny  this, 
and  the  remarkably  very  few  cases  of  affectepilepsy  among  the 
enlisted  men  during  the  World  War,  when  intolerable  psychic 
situations  certainly  were  abundant,  bear  out  their  contention. 
Some  other  factor  also  seems  necessary. 

Attacks  of  affectepilepsy  vary  in  severity  from  simple  spells  of 
dizziness  or  faintness  to  typical  epileptic  seizures.  Some  have 
been  described  in  which  consciousness  was  not  entirely  lost  and 
the  convulsive  movements,  though  aimless,  were  not  incoordinated. 
( One  patient  is  reported  to  have  rushed  aimlessly  about ;  a  pris¬ 
oner  beat  on  the  bars  of  his  cell;  etc.)  Some,  it  is  claimed,  are 
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accompanied  by  hallucinations  and  are  followed  by  amnesia  (in 
other  words,  these  latter  remain  on  the  psychic  level.)  It  is  sug¬ 
gested  that  several  conditions  with  convulsions  as  conspicuous 
symptoms,  and  which  formerly  were  considered  as  quite  different 
from  essential  epilepsy,  also  are  closely  related  to  affectepilepsy : 
among  them,  hystero-epilepsy  (page  350),  the  so-called  contagious 
epilepsy,  or  convulsive  states  which  spread  throughout  a  crowd 
(hysteria?),  and  alcohol  epilepsy. 

The  arguments  advanced  why  affectepilepsy  should  not  be  con¬ 
sidered  as  true  epilepsy  are  3 :  that  the  attacks  occur  periodically, 
and  always  follow  some  intense  emotional  state;  that  petit  mal 
attacks,  status  epilepticus,  and,  possibly,  night  attacks,  do  not 
occur;  and  that  no  deterioration  follows.  This  whole  question 
has  recently  been  discussed  by  Notkin,2  who  believes :  that  affect¬ 
epilepsy  is  nothing  other  than  idiopathic  epilepsy;  that  in  the 
mechanism  underlying  both  groups  of  cases  is  that  “something” 
which  makes  it  easy  for  certain  individuals  to  convulse;  that  in 
affectepilepsy  the  emotional  crisis  is  merely  the  precipitating  fac¬ 
tor  of  the  convulsion ;  that  in  both  true  epilepsy  and  affectepilepsy 
a  strong  psychopathic  background  is  the  rule;  that  (contrary  to 
Bratz4)  patients  with  affectepilepsy  do  have  attacks  of  petit  mal; 
that  mental  deterioration  does  develop  in  some  affectepileptics ; 
and,  finally,  that  of  the  cases  of  so-called  affectepilepsy,  some 
later  turned  out  to  be  cases  of  lues,  some  of  head  trauma,  while 
still  others  proved  to  be  undoubted  cases  of  idiopathic  epilepsy. 
The  only  differences  between  idiopathic  and  affectepilepsy,  he 
claims,  lie  in  the  personality  of  the  patients.  Seclusive,  pedantic, 
dull  individuals  have  the  “idiopathic  form”;  while  epileptics  who 
are  antisocial,  easily  irritated,  unstable,  adventurous  and  imagi¬ 
native  persons,  who  lead  a  life  of  chance,  who  have  criminal  tend¬ 
encies  as  shown  by  lying,  hoboism,  fraudulence,  and  petty  thiev¬ 
ing,  have  affectepilepsy. 

Some  of  the  hysterical  convulsions,  also,  Notkin  considers  as 
idiopathic.  The  polymorphism  of  these  attacks  is  cited  in  favor 
of  their  functional  character,  but  this,  Notkin  finds,  is  sometimes 
present  also  in  true  epilepsy.  Nevertheless,  he  suggests  the  pos¬ 
sibility  that  a  recurring  motor  manifestation  which  originally  was 
functional  (e.g.,  hysterical),  may  by  repetition  create  a  fixed  motor 
pattern  which  later  produces  involuntary  motor  reactions  of  the 
classical  epileptic  type. 

Alcohol  Epilepsy. — While  Kraepelin  considered  alcohol  epi¬ 
lepsy  (as  well  as  all  those  forms  which  later  received  the  name 
“aff ektepilepsie” )  as  a  form  of  hysteria,  yet,  according  to  Notkin, 
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this  also  (but  not  those  convulsions  which  occur  only  at  the  height 
I  of  the  intoxication  and  which  disappear  when  alcohol  is  elimi- 
s  nated,  and  those  which  occur  at  the  onset  of  delirium  tremens,  all 
!  of  which  are  included  in  the  toxic  group)  belongs  in  the  idiopathic 
;j  group;  the  alcohol,  by  increasing  the  patient’s  emotional  irri- 
|  tability,  merely  acts  as  a  precipitating  factor  of  the  convulsions. 

Etiology. — That  “something”  which  makes  epileptic  convul- 
j  sions  possible  is,  according  to  an  opinion  formerly  popular,  some 
;  predisposing  inheritance.  At  present,  however,  emphasis  is  laid 
on  the  persisting  results  of  some  prenatal  or  infantile  disease  or 
injury.  Those  holding  the  former  opinion  claim  that  about  eighty 
percent  of  all  epileptics  have  some  inheritable  defect,  manifested 
in  the  parents  as  epilepsy,  insanity,  alcoholism,  migraine,  tics, 
hysteria,  etc.  They  claim  that  the  defect  in  the  epileptic  stock 
would  seem  to  be  a  dominant  trait  which  produces  also  various 
other  neuropathies,  psychopathies  and  degeneracies,  all  of  which 
have  a  common  tendency  to  more  or  less  periodic  violent  outbursts 
of  temper.  The  nearest  equivalent  of  epilepsy,  they  say,  is  im¬ 
becility,  two  conditions  which  occur  frequently  in  the  same  family 
as  well  as  in  the  same  person.  Wilson,5  however,  believes  that 
heredity  can  account  directly  for  only  from  1 6  to  20  percent  of 
the  cases. 

The  present  trend  is  to  assume  for  idiopathic  epilepsy  an  or¬ 
ganic  brain  lesion :  minute  hemorrhages,  the  result  of  difficult 
childbirth  (Olkon)  ;  lesions  produced  by  diseases  of  prenatal  or 
early  infant  life.  Indeed,  the  more  carefully  epileptic  brains  are 
studied,  the  more  evidence  is  found  of  an  anatomical  basis  for  the 
convulsions.  Others  6  attribute  epileptic  fits  to  hydremia  of  the 
brain  cortex,  due  to  disturbances  in  the  Pacchionian  granules 
which  impede  the  reabsorption  of  the  cerebrospinal  fluid. 

In  discussing  the  paper  of  Winkleman  and  Fay,  Spiller  called  attention 
to  the  fact  that  while  the  above-mentioned  injuries  to  the  brain  occur  in 
infancy,  yet  the  convulsions  may  not  begin  until  puberty,  at  just  the  time 
when  normally  the  Pacchionian  bodies  begin  to  function.  He  suggests  that 
the  blood  of  these  birth  hemorrhages  passes  into  the  arachnoid  villi  and  pre¬ 
vents  the  proper  development  of  these  bodies. 

That  dehydration,  however,  has  no  particular  value  in  the 
therapy  of  epilepsy  is  claimed  by  Fetter  man  and  Kumin  7  and 
by  Wilson  and  Limberger.8 

Among  the  various  other  mechanisms  assumed  for  the  produc¬ 
tion  of  the  individual  epileptic  fits  are:  an  “explosion”  resulting 
from  sudden  metabolic  changes  in  the  nervous  system;  toxins, 
one  of  the  earliest  of  theories;  a  fall  of  oxygen  tension  in  the 
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brain  cells;  hyperventilation,  producing  alkalosis;  vasomotor  in¬ 
stability,  which  permits  spasms  of  the  cortical  vessels,  with  local 
anemia  the  result  (see  below)  ;  an  overflow  of  senso-affective 
stimuli  from  the  thalamus  into  the  neighboring  centers,  with  re¬ 
sulting  disturbance  in  the  vasomotor  system  (Notkin)  ;  a  neuron 
determinant  in  the  character  of  a  functional  instability  (Wilson). 

The  points  of  similarity  between  epilepsy  and  the  allergic  con¬ 
ditions  has  lately  been  stressed.9  Both  present  recurring  mani¬ 
festations;  in  both  the  hereditary  factor  is  similar.  Migraine 
also  has  been  called  an  “equivalent”  of  epilepsy  (page  64).  Both 
conditions  have  periodicity,  prodromes,  auras,  scintillating  scoto¬ 
mata,  critical  phenomena,  transitory  psychotic  states,  etc.  In¬ 
deed,  some  migrainous  attacks  can  hardly  be  distinguished  from 
atypical  epileptic  attacks,  especially  those  with  marked  vasomotor 
manifestations.  Migraine  attacks  may,  it  is  said,  substitute  them¬ 
selves  for  those  of  epilepsy;  a  case  of  migraine,  it  is  claimed, 
may  in  time  become  one  of  epilepsy. 

That  cerebral  vascular  spasms  may  be  affective  in  the  pro¬ 
duction  of  the  epileptic  convulsion,  is  suggested  by  the  sudden 
anemia  and  decrease  in  the  size  of  the  brain  (observed  at  the 
beginning  of  attacks  which  have  occurred  during  cranial  oper¬ 
ations)  and  the  coincident  pallor  of  the  skin  and  retinae.  This, 
Spielmeyer  10  associates  with  cerebral  sclerosis  in  Ammon’s  horn 
and  in  the  cerebellum.  The  fact  that  in  posttraumatic  epilepsy 
the  convulsions  do  not  begin  for  from  five  months  to  fourteen 
years  (average,  five  and  one-half  years)  after  the  accident,  sug¬ 
gests  as  the  immediate  cause  of  the  attacks  a  contracting  scar 
with  resulting  vascular  changes.11 

An  attractive  recent  theory  is  that  some  idiopathic  epileptic  con¬ 
vulsions  are  the  result  of  hypoglycemia  due  to  hyperinsulinism. 
Harris  12  calls  attention  to  the  following  facts :  first,  that  diabetes 
mellitus,  a  condition  with  normal  or  increased  blood  sugar,  and 
epilepsy  are  practically  never  associated  in  the  same  patient  (Jos- 
lin  has  not  seen  one  case  of  epilepsy  in  his  more  than  5,000  cases 
of  true  diabetes)  ;  second,  that  hypoglycemia  is  often  present  dur¬ 
ing  epileptic  convulsions ;  third,  that  the  ketogenic  diet  is  a  good 
therapy  for  both  conditions ;  and,  finally,  that  a  few  cases  of 
epilepsy  with  insulomas  have  been  “cured”  by  operation.  These 
patients  are  for  the  most  part  young  adults.  No  claim  is  made, 
however,  that  all  epilepsy  is  thus  to  be  explained. 

That  epilepsy  at  the  onset  can  be  purely  psychogenic  is  the 
belief  of  some.  Winnicott 13  cites  the  cases  of  two  infants,  one 
six  and  one-half,  the  other  seven  months  old,  who  while  nursing 
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at  the  breast  went  into  convulsions  following  screams  by  the 
mothers.  These  spasms  he  considered  to  be  psychologically  deter¬ 
mined,  evidence  of  the  intensity  of  infants’  emotions.  Such  con¬ 
vulsions  if  repeated  may,  it  is  believed,  lead  to  the  establishment 
of  a  habit  pattern.  That  is,  the  cause  of  the  first  epileptic  fit 
conditions  all  the  rest,  allowing  further  attacks  to  recur  inde¬ 
pendently  of  any  obvious  cause. 

Psychopathology. — Idiopathic  epilepsy,  the  psychopathologists  say,  mani¬ 
fests  itself  first  either  in  infancy,  while  the  nervous  system  is  developing, 
or  during  puberty,  while  the  organs  of  reproduction  are  maturing,  and  the 
developing  reproductive  instincts  introduce  into  the  life  of  the  youth  new 
forms  of  stress  which  require  psychological  adjustments  which  often  are 
difficult. 

L.  Pierce  Clark,14  an  authority  on  the  psychology  of  epilepsy,  regarded 
the  epileptic  seizure  as  a  direct  result  of  the  inability  of  a  person,  hampered 
by  certain  inherent  traits  which  weaken  his  capacity  to  adjust  himself  to  the 
stresses  of  adolescent  life,  to  subordinate  his  individualistic  tendencies  to 
social  demands.  The  seizure,  or  its  psychical  equivalents,  Clark  regarded  as 
a  reaction  away  from  stressful  reality;  that  is,  a  protective  phenomenon, 
which  by  obliterating  consciousness  enables  the  patient  to  escape  from  some 
responsibility  or  to  avoid  the  necessity  of  some  adaptation. 

To  us,  the  epileptic  personality,  even  in  mild  cases,  sometimes 
is  a  very  definite  entity.  One  may  suspect  it  in  persons  who  give 
no  history  of  ever  having  had  a  convulsion,  although  some  of 
these  individuals,  we  later  had  reason  to  believe,  had  concealed 
this  history.  Also,  we  have  found  it  useless  to  try  to  persuade 
ourselves  that  any  spontaneous  convulsion  is  not  epileptic.  To 
us  the  epileptic,  like  the  psychoneurotic,  is  one  burdened  by  con¬ 
stitutional  inferiority,  and,  like  the  neurasthenic,  psychasthenic, 
and  hysterical  patients,  has  his  own  peculiar  way  of  meeting  the 
responsibilities  of  life.  His  reactions,  unlike  theirs,  however,  re¬ 
duce  him  to  the  lowest  level  of  organic  response.  We  have  seen 
little  mental  deterioration  in  the  cases  we  have  followed,  and  agree 
that  the  symptoms  which  often  suggest  it  are  evidences  of  the 
congenital  epileptic  personality  defect  itself,  which  becomes  more 
and  more  evident  as  the  patients  grow  older. 

Diagnosis. — Epilepsy,  in  the  popular  belief,  is  any  condition 
characterized  by  the  presence  of  motor  manifestations  convulsive 
in  character.  Exclude  the  toxic  group  and  those  cases  with  lues 
and  gross  organic  brain  lesions,  and  any  condition  with  convul¬ 
sions  is  likely  to  be  epileptic  in  character.  Little  is  gained,  and 
in  the  end  much  is  lost,  by  encouraging  patients  to  believe  that 
their  convulsions  are  not  “true”  epilepsy. 

The  so-called  epileptic  facies  (low  forehead,  heavy  eyebrows, 
rather  lowering  expression),  when  present,  helps  but  little.  It 
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is  of  interest  that  the  persistence  of  puerile  physical  and  mental 
characteristics,  so  common  in  the  psychasthenic  and  hysterical 
groups,  is  not  a  feature  of  this  condition.  During  the  World 
War  the  presence  of  the  plateau  voice  sign  (page  386)  was  con¬ 
sidered  as  sufficient  for  the  diagnosis  of  idiopathic  epilepsy. 

Those  whose  convulsions  begin  in  infancy  or  childhood  usually 
have  idiopathic  epilepsy.  Those  which  begin  after  thirty  years 
of  age  are  usually  based  on  a  brain  tumor,  some  infection  or 
intoxication  affecting  the  cerebral  cortex,  or  on  cerebral  arterio¬ 
sclerosis.  That  a  man  may  recently  have  had  an  epileptic  con¬ 
vulsion  is  strongly  suggested  by  the  presence  of  a  fresh  cut  on 
his  tongue  or  buccal  mucosa,  or  of  ecchymoses  behind  his  ear  or 
over  his  eyebrows  (page  388).  If  after  an  epileptiform  convulsion 
Babinski’s  sign  remains  positive,  and  if  in  a  unilateral  convulsion 
the  subsequent  paralysis  lasts  more  than  a  few  minutes,  one  may 
assume  an  organic  lesion  as  its  cause. 

The  possibility  in  the  absence  of  known  convulsive  attacks  of 
making  a  diagnosis  of  epilepsy  from  the  patient’s  personality 
traits  alone  is  disputed  by  some;  but  the  internist,  who  is  likely 
to  see  so  many  of  the  doubtful  cases,  cannot  afford  to  belittle 
this  possibility,  although  often  he  may  have  to  wait  long  before 
a  convulsion  confirms  his  diagnosis.  The  possibility  of  unrecog¬ 
nized  night  attacks  should  always  be  borne  in  mind. 

The  fact  that  all  of  the  known  convulsions  remain  in  the  psy¬ 
chic  sphere  does  not  rule  out  idiopathic  epilepsy,  since  many 
complete  convulsions  begin  on  that  level.  The  majority  of  them, 
however,  usually  pass  rapidly  down  into  the  deeper  levels,  elim¬ 
inating  consciousness  entirely,  and  finally  disturbing  the  muscular 
reflexes. 

The  differential  diagnosis  between  epilepsy  and  hysteria 

may  be  a  very  difficult  matter.  Many  true  epileptics  are  also  very 
hysterical,  while  the  functional  motor  manifestations  (page  350) 
of  true  hysteria  possibly  may  become  actually  epileptic  (page 
351).  The  claim  often  made  that  the  most  clearly  distinguishing 
point  between  these  two  conditions  is  that  later  the  epileptic  suf¬ 
fers  some  permanent  psychic  deterioration,  but  not  the  hysterical 
patient,  has  in  both  particulars  been  challenged. 

Neurasthenia  and  psychasthenia  also  may  produce  a  variety 
of  affectively  determined  inhibitory  motor  phenomena,  but  these 
only  the  laity,  not  the  physician,  would  describe  as  “convulsive.” 

The  relation  between  epilepsy  and  narcolepsy  is  mentioned 
on  page  228. 
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If  the  simulation  of  epilepsy  is  suspected,  it  should  be  re¬ 
membered  that  the  pallor  of  the  face,  the  dilation  of  the  pupils, 
their  unresponsiveness  to  light,  the  change  in  the  pulse  rate  and 
the  cyanosis  of  the  epileptic  fit  cannot  be  voluntarily  produced ; 
also,  that  the  malingerer  never  remembers  to  include  in  his  gen¬ 
eral  convulsive  movements  the  spasm  of  his  sternomastoid  mus¬ 
cles,  always  present  in  attacks  of  essential  epilepsy. 

PYKNOLEPSY 

Some  previously  healthy  children  between  the  ages  of  four  and 
ten  years  suddenly  begin  to  have  mild  epileptic  attacks,  each  last¬ 
ing  from  five  to  ten  seconds,  which  are  characterized  by  the  inhibi¬ 
tion  of  the  higher  mental  processes,  and  the  cessation  of  speech 
and  of  voluntary,  but  with  the  persistence  of  automatic,  movements. 
Consciousness  is  never  completely  lost.  These  children  have  no 
family  history  of  epilepsy,  alcoholism,  or  nervous  diseases.  Their 
attacks,  in  spite  of  the  most  careful  treatment,  may  number  one 
hundred  daily.  Even  when  not  treated,  they  may,  after  persist¬ 
ing  for  a  number  of  weeks,  disappear  entirely  and  permanently, 
without  in  any  way  affecting  either  the  future  physical  or  mental 
development  of  the  child.  The  name  given  this  condition,  “pyk- 
nolepsy,”  emphasizes  the  frequency  of  the  attacks,  their  mild 
character,  and  the  good  prognosis.15 

ONSET,  COURSE  AND  TERMINATION  OF  EPILEPSY 

The  first  convulsion  of  essential  epilepsy  often  occurs  between 
birth  and  six  years  of  age,  but  the  mean  age  for  the  appearance 
of  the  first  for  boys  is  about  14,  and  for  girls,  about  16  years. 
After  puberty  there  usually  is  a  rapid  decrease  in  the  number  of 
attacks.  Of  those  cases  which  begin  in  older  children,  the  first 
epileptic  seizure,  often,  but  especially  in  individuals  who  are 
neuropathic  or  have  a  labile  vasomotor  system,  is  precipitated  by 
some  emotional  trauma,  such  as  anger  or  terror;  but  sometimes 
by  a  joyful  experience.  Fright  seems  to  be  the  factor  usually 
operative  at  puberty,-  and  especially  in  girls.  While  strong  emo¬ 
tions  may  determine  the  first,  and  also  the  later,  attacks,  they 
should  never  be  considered  as  their  cause.  Idiopathic  epilepsy 
may  manifest  itself  for  years  by  minor  attacks  only ;  or  from  the 
first  by  frequent  severe  seizures;  or,  for  many  years,  by  night 
attacks  only ;  or  by  a  single  fit,  the  second  to  follow  years  after ; 
or  a  case  may  begin  acutely,  with  a  status  epilepticus. 
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The  epileptic  condition  once  established,  the  fits  may  recur 
seldom  or  frequently.  While  as  a  rule  they  appear  irregularly, 
yet  the  most  of  them  come  during  the  hours  of  deepest  sleep,  or 
an  hour  or  two  before,  or  shortly  after,  waking.  Many  of  these 
can  be  forestalled  by  the  patient,  aided  by  an  alarm  clock,  waking 
before  the  usual  time  of  the  seizure,  exercising  a  little,  then 
returning  to  sleep.  The  number  of  the  attacks  may  be  greatly 
diminished  by  correcting  the  errors  of  refraction,  by  local  treat¬ 
ment  of  the  nose,  by  the  relief  of  constipation,  by  psychotherapy, 
etc.  In  women  there  is  a  definite  tendency  for  them  to  occur  in 
connection  with  the  menstrual  periods. 

Long  remissions  of  the  seizures,  some  lasting  for  several  years, 
are  the  rule.  Such  are  common  after  puberty,  but  they  may 
begin  at  any  time,  and  explain  many  of  the  so-called  arrested 
cases.  Other  patients  have  a  few  fits  within  a  brief  period  of 
time,  and  then  no  more.  Perhaps  from  io  to  12  percent  of  all 
cases  actually  recover.  Only  the  severe  cases,  as  their  disease 
advances,  deteriorate  mentally.  With  mental  deterioration  may 
appear  evidence  of  progressive  subcortical  neurologic  changes, 
which  produce  muscular  rigidity  of  the  extrapyramidal  type  (epi¬ 
leptic  Parkinsonism)  ;  later,  the  clasp-knife  posture  of  the  body 
and  pseudobulbar  paralysis;  still  later,  flexion  paraplegia  of  the 
cerebral  type;  and,  finally,  complete  dementia.16  About  5  per¬ 
cent  of  all  epileptics  die  suddenly  as  a  result  of  a  fit;  more,  in 
status  epilepticus;  but  the  majority  succumb  to  traumata,  to  pul¬ 
monary  diseases,  and  to  various  other  causes  not  at  all  related  to 
their  epilepsy. 

PROGNOSIS 

The  prognosis  in  epilepsy  is  not  good  if  the  fits  began  during 
infancy  or  early  childhood,  and  is  especially  bad  if  in  such  a 
case  even  one  attack  occurred  between  the  ages  of  four  and 
puberty.  It  is  bad,  also,  in  cases  in  which  the  first  attack  occurred 
without  evident  cause. 

The  prognosis  is,  in  general,  good  if  the  patient  is  free  from 
any  hereditary  taint,  has  a  good  mental  make-up,  if  his  fits  are 
not  too  frequent,  are  not  of  a  psychical  character,  and  if  efficient 
therapeutic  and  hygienic  treatment  is  begun  early  and  followed 
persistently.  The  prognosis  of  that  epilepsy  which  follows  an 
acute  infective  disease,  such  as  scarlet  fever  or  measles,  is  better 
than  in  those  which  begin  spontaneously.  It  is  much  better  for 
those  patients  who  have  major  attacks  only,  and  these  infrequently, 
than  if  they  have  petit  mal  attacks  also,  and  especially  if  some 
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of  the  latter  have  a  psychical  character.  And,  finally,  the  prog¬ 
nosis  is  more  favorable  if  the  seizures  are  accompanied  by  con¬ 
siderable  motor  and  psychical  irritability. 

The  attacks  of  at  least  5  or  10  percent  of  all  cases  of  epilepsy 
can  be  entirely  controlled  by  treatment  (Dana).  In  over  one-half 
of  the  cases,  provided  the  child  shows  no  mental  defect,  proper, 
prompt,  and  prolonged  treatment  will  control  the  attacks  well 
enough  to  allow  the  patient  to  continue  his  education  and  later 
to  engage  in  some  occupation. 

Since  a  case  of  epilepsy  may  remit  for  several  years  and  then 
relapse  into  an  incurable  state,  the  proof  of  a  cure  should  rest  on 
other  evidence  than  a  time  limit  only.  Dana  has  suggested  that 
if  four  years  after  the  last  fit  all  sedative  drugs  can  be  gradually 
and  permanently  withdrawn  without  any  return  of  the  seizures, 
and  if  from  then  on  the  patient  retains  his  mental  faculties  and 
can  successfully  adapt  himself  to  the  contingencies  of  an  active 
life,  he  may  be  considered  as  cured.  The  patients  whose  cures 
comply  with  these  conditions  are,  as  a  rule,  persons  with  high 
grade  personality,  whose  attacks  appeared  late  in  puberty,  in 
adolescence,  or  in  early  adult  life,  and  who  have  shown  little  or 
no  difficulty  in  their  social  adaptations. 

TREATMENT  17 

The  individual  convulsions  may  sometimes  be  forestalled  by 
the  active  treatment  of  their  prodromal  symptoms,  provided  these 
precede  the  fits  by  several  hours.  Such  treatment,  however,  may 
not  always  be  desirable,  especially  in  those  cases  in  which  the 
seizure  seems  to  “clear  the  air”  and  is  followed  by  a  feeling  of 
relief. 

During  the  convulsion  all  that  one  can  do  is  to  lay  the  patient 
flat  on  the  floor  (some  say,  on  his  side,  to  minimize  the  intensity 
of  the  fit  and  to  avoid  the  danger  which  may  result  from  vomit¬ 
ing),  to  loosen  his  collar  and  other  constrictions  around  his  neck, 
and,  if  possible,  to  place  a  piece  of  wood  or  rubber  between  his 
teeth  to  prevent  him  from  chewing  his  tongue.  Fits  which  occur 
during  sleep  are  dangerous  since  the  patient  may  bury  his  face 
in  the  pillow  and  suffocate. 

For  the  exhaustion  and  sleep  which  follow  most  major  seiz¬ 
ures  no  treatment  is  necessary;  but  for  the  prolonged  and  some¬ 
times  fatal  stupor  which  follows  others,  an  abundance  of  nourish¬ 
ing  liquid  food  is  indicated ;  also,  in  some  cases,  strychnine,  digi¬ 
talis,  or  strophanthus  hypodermically.  For  the  violent  mania 
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which  occasionally  follows  a  fit,  the  best  drug  is  hyoscin  hydro¬ 
bromide  (i/ioo  or  1/150  grain;  0.6  to  0.4  mg.)  administered 
hypodermically. 

Status  epilepticus  may  develop  in  any  case  of  epilepsy,  and 
yet  it  is  especially  common  following  the  sudden  stop  of  long- 
continued  bromide  therapy.  Since  an  increase  in  the  frequency 
of  the  fits  may  be  a  warning  of  an  oncoming  status  epilepticus, 
the  doses  of  the  bromides  should  at  once  be  doubled  and  repeated 
every  four  or  six  hours,  and  to  each  of  these  be  added  from  10 
to  15  grains  (0.6  to  1  gm.)  of  chloral  hydrate  or  a  little  tincture 
of  opium.  For  the  status  itself,  one  uses  chloroform  up  to  com¬ 
plete  anesthesia,  hyoscin  hydrobromide,  from  1/100  to  1/150 
grain  (0.6  to  0.4  mg.)  hypodermically,  or  by  lumbar  puncture 
removes  10  cc.  of  the  cerebrospinal  fluid. 

The  general  treatment  of  the  epileptic  patient  should  start 
with  the  removal  of  all  possible  troubles  which  might  serve  as 
reflex  irritations :  as  constipation,  phimosis,  masturbation,  nasal 
pressure,  eyestrain,  etc. 

The  most  important  general  rule  is  to  treat  each  case  vigorously 
from  the  start  and  to  continue  the  treatment  for  at  least  four 
years  after  the  last  attack,  no  matter  how  well  the  patient  then 
may  seem  to  be.  If  the  child  has  had  a  few  convulsions  during 
the  first  five  years  of  life,  his  treatment  should  be  especially  dili¬ 
gent. 

Since  nothing  is  more  unfortunate  for  the  epileptic  child  than 
enforced  idleness,  early  he  should  be  given  some  light  occupation. 
His  education,  if  his  fits  are  not  too  frequent,  should  be  carried 
out  under  a  private  tutor  or  in  a  special  school.  All  of  his  studies 
should  have  some  bearing  on  the  particular  line  of  work  which 
he  is  likely  to  follow  in  his  adult  life.  If  no  improvement  follows 
treatment,  the  patient  should  be  given  merely  simple  outdoor 
work. 

For  the  adult  epileptic  patient  who  can  afford  it,  the  ideal  en¬ 
vironment  is  in  the  home  of  a  small  family  in  a  country  town. 
He  should  always  have  a  companion.  Smoking  in  moderation 
may  be  allowed,  but  no  alcohol.  Fishing,  hunting  and  boating 
may  be  permitted  if  the  patient  is  under  close  observation. 

Physical  exercise,  vigorous  to  the  point  of  free  perspiration 
and  followed  by  a  cool  bath,  is  an  important  part  of  all  treatment. 
Strong  muscular  subjects  might  engage  in  outdoor  work.  All 
occupations  involving  risk,  such  as  handling  machinery  and  driv¬ 
ing  an  automobile,  are,  of  course,  to  be  forbidden.  For  women 


Treatment  401 

and  those  men  for  whom  such  activity  would  be  too  strenuous, 
Dana  recommends  three  cabinet  baths  a  week. 

Hydrotherapy  in  the  form  of  showers,  cold  sponge  baths,  wet 
packs,  spinal  douches  and  massage  is  the  best  way  to  increase  the 
vasomotor  tone,  which  in  epileptics  is  notoriously  low.  Frequent 
warm  baths  are  of  value  to  promote  efficient  skin  excretion. 

The  diet  is  an  important  item  in  the  treatment  of  epilepsy, 
since  at  least  seventy-five  percent  of  all  epileptics  have  some 
definite  functional  disturbance  of  the  gastro-intestinal  tract.  The 
food  should  be  simple:  milk,  fruit  and  bread  especially,  with 
meat  either  excluded  or  allowed  in  small  amounts,  but  only  at 
noon,  and  with  all  stimulating  foods,  such  as  shellfish,  alcohol, 
tea,  coffee  and  the  condiments,  eliminated.  The  evening  meal 
should  be  the  lightest  of  all.  The  value  of  a  severe  limitation  of 
the  fluid  intake  to  a  total  of  only  from  io  to  16  ounces  of  liquid 
each  24  hours  18  is  now  questioned. 

Among  the  special  diets  recommended  for  the  treatment  of 
epilepsy  are :  the  purin-free  diet,  which  seems  to  have  no  special 
advantage;  sodium  chloride  starvation,  which  is  of  value,  since 
as  a  result  of  it  the  saturation  of  the  blood  serum  by  the  bromides 
takes  place  more  readily;  the  meat-free  diet,  which  is  important; 
the  elimination  of  all  foods  allergic  to  the  patient,  if  such  can  be 
identified ;  starvation,  which  often  leads  to  considerable  temporary 
improvement;  and  lastly,  the  unbalanced  (ketogenic)  diet  of 
Wilder,  a  substitute  for  starvation,  the  best  diet  yet  proposed  for 
children  and  yet  one  of  limited  application.  The  advantage  of 
this  diet  formerly  was  supposed  to  be  its  dehydrating  effect,  the 
value  of  which  is  now  denied  (page  393).  Harris  (page  394) 
claims  that  it  helps  by  lowering  the  blood  sugar. 

The  ketogenic  diet  is  one  so  rich  in  fats  and  so  poor  in  carbohydrates 
that  the  urine  continuously  gives  a  strong  Gerhardt  test  for  diacetic  acid. 
The  total  amount  of  food  should  be  sufficient  in  amount  to  maintain  the 
weight  of  the  growing  child,  and  to  prevent  a  continuous  loss  in  weight  of 
an  adult.  The  child  should  receive  1.5  grams,  the  youth  1  gm.,  and  the 
adult,  0.75  gm.  of  proteid  per  1  kilo  of  body  weight;  the  carbohydrates 
should  never  exceed  twenty  grams  per  twenty-four  hours ;  the  rest  of  the 
diet,  up  to  the  proper  caloric  value,  should  be  in  the  form  of  fat,  as  cream, 
butter,  etc.  Clear  broths  and  washed  bran  in  the  form  of  breakfast  foods 
or  biscuits  may  be  used  without  calculating  their  food  values.  In  each  case 
the  particular  ratio  of  foodstuffs  best  suited  for  the  individual  patient  must 
be  determined  by  trial.  Harrop  recommends  an  initial  fast  of  six  days  or 
even  longer,  the  time  depending  on  the  duration  of  the  initial  loss  of  weight, 
before  such  a  diet  is  started.  If  the  treatment  is  begun  in  this  way,  vomit¬ 
ing  practically  never  occurs. 

Children  would  seem  to  respond  best  to  the  ketogenic  diet.  Many  adults, 
unless  in  a  hospital,  refuse  to  follow  it  for  the  six  months  to  a  year  neces¬ 
sary  in  order  to  get  results.  In  a  series  of  one  hundred  adults  treated  with 


402 


The  Epileptic  Patient 


a  ketogenic  diet,  Barborka,19  found  that  in  twelve  the  attacks  were  con¬ 
trolled,  and  in  forty-four,  there  was  definite  improvement.  Pulford  20  found 
that  this  diet,  regardless  of  the  amount  of  fluid  allowed,  stopped  the  con¬ 
vulsions  in  one-third  of  the  cases. 

Concerning  medication,  there  are  two  opinions.  Those  who 
hold  that  the  fit  is  the  chief  stumbling  block  to  satisfactory  social 
adaptation  believe  that  any  medicinal  remedy  which  lessens  their 
number  is  justified.  They  recommend  bromide  of  sodium,  even 
90  grains  a  day  (there  is  no  special  merit  in  mixed  bromides)  ; 
or  luminal,  from  one-half  to  three  grains  a  day;  or  both. 

Bromides. — Of  the  various  bromides  in  common  use,  the  sodium  salt  is 
the  best.  This  should  be  commenced  as  soon  as  possible  after  the  fits  begin 
and  continued  without  interruption,  two  or  three  times  daily,  until  four  years 
after  the  last  attack,  after  which  time  it  is  gradually  withdrawn.  The  in¬ 
termittent  use  of  the  bromides  is  the  most  common  cause  of  the  failure  of 
this  therapy.  If  stopped  too  suddenly,  status  epilepticus  may  develop. 
Should  the  seizures  be  nocturnal  only,  or  occur  in  the  early  morning,  a  30 
grain  (2  Gm.)  dose  of  the  bromide  taken  at  bedtime  may  be  sufficient. 

The  suitable  total  dose  for  each  individual  case  is  that  which  controls  the 
seizures  without  causing  bromism  (page  203).  Since  this  is  more  likely  to 
develop  when  the  sodium  chloride  intake  is  too  greatly  restricted,  one  adds 
to  the  daily  diet,  as  soon  as  signs  of  it  appear,  from  1  to  5  gms.  of  table 
salt  and  reduces  the  bromide  intake  to  from  10  to  15  grains  (0.6  to  1  Gm.) 
per  day. 

Bromides  may  either  stop  the  fits  temporarily  or  permanently,  or  only 
lessen  their  frequency  and  the  number  of  the  severe  attacks.  In  still  other 
cases  they  have  no  influence  at  all  on  the  symptoms  of  the  disease.  Major 
convulsions  are  much  more  readily  controlled  by  them  than  are  the  minor. 
(An  exception  to  this  statement  should  be  made  in  favor  of  the  cases  of 
“petit  mal  moteur,”  the  attacks  of  which  consist  of  jerks  or  jumps,  many 
of  them  without  loss  of  consciousness.)  The  most  difficult  cases  of  all 
(apart  from  those  of  patients  so  degenerate  that  they  require  only  custodial 
care)  are  the  bright,  precocious  children  who  daily  have  petit  mal  attacks, 
which  bromide  medication  usually  influences  but  little.  These  are  best 
treated  by  hygienic  measures  only. 

Luminal  to-day  is  in  large  degree  replacing  the  bromides.  To 
these  medicines,  Dana  adds  calcium,  iron,  arsenic,  and  eliminative 
drugs.  As  the  patient  improves  all  medication  should  be  increased 
rather  than  diminished. 

Of  the  other  special  drugs  of  possible  value  in  epilepsy  are: 
atropine  in  very  large  doses  (gr.  1/20  to  1/75)  and  gradually  in¬ 
creased,  which  sometimes  helps  the  petit  mal  cases  strikingly; 
and,  if  any  signs  of  hypothyroidism  become  evident,  thyroid  ex¬ 
tract  (gr.  1/4  to  gr.  ii). 

Psychotherapy. — For  the  adult  epileptic  patient  psychotherapy 
has  great  value.  The  doctor  should  talk  over  with  him  frankly 
the  nature  of  the  trouble,  detail  to  him  the  conditions  which  pre¬ 
cipitate  his  attacks,  etc.,  and  should  express  as  much  optimism 
as  possible.21  Adults  should  be  encouraged  to  free  themselves  as 
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much  as  possible  from  a  medical  atmosphere.  We  have  seen  pa¬ 
tients  who,  in  spite  of  vigorous  therapy,  had  frequent  convulsions 
while  they  continued  hovering  about  their  doctors’  offices,  become 
disgusted  with  such  a  life,  ignore  their  handicap,  return  to  the 
activities  they  had  abandoned  (but  continued  to  take  the  neces¬ 
sary  medicines),  and  have  very  few  attacks  during  the  following 
several  years. 

The  psychotherapeutic  school  views  the  epileptic  as  an  indi¬ 
vidual  with  a  peculiarly  inferior  adaptive  mechanism  and,  there¬ 
fore,  as  one  who  will  be  happiest  when  living  a  well-ordered, 
simple  life,  to  the  interests  and  demands  of  which  he  easily  can 
adjust  himself.  This  explains  the  success  of  colony  life.  Since 
large  doses  of  sedatives  tend  to  decrease  his  power  to  make  adap¬ 
tations,  only  just  enough  of  these  should  be  given  to  ease  the 
overstress  of  life,  and  these  should  be  discarded  as  soon  as 
possible. 

Since  all  epileptics  have  a  rather  crude  type  of  personality  and 
some  profound  disorder  of  the  instinctive  life,  no  mere  explana¬ 
tory  talks  about  their  defects  will  help  them.  Therefore,  after 
determining  the  specific  conflicts  which  each  meets  in  his  own 
life  and  his  mistakes  in  handling  them,  a  schedule  of  his  daily 
activities  designed  to  aid  character  training  is  written  out,  which 
he  should  study.  The  reasons  for  each  of  its  demands  should  be 
explained  to  him  by  concrete,  but  not  by  personal,  examples  (since 
he  is  a  very  sensitive  individual,  personal  references,  bound  to 
be  painful,  sometimes  actually  induce  attacks).  In  this  way  he 
learns,  little  by  little,  how  he  may  overcome  his  character  faults. 
Any  hints  of  the  mental  content  of  his  automatisms  and  others 
unconsciously  given  by  him  during  the  intervals  between  attacks 
should  be  carefully  noted,  since  changes  in  these  give  the  first 
evidences  of  improvement.  At  first  the  same  conflict  will  keep 
cropping  up  time  and  again,  showing  how  deeply  rooted  the  pa¬ 
tient’s  instinctive  defect  must  be,  and  how  difficult  will  be  the 
cure. 
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THE  PSYCHOSES 

In  the  preceding  chapters  we  have  discussed  the  so-called 
psychoneuroses,  conditions  which  involve  personality  only  in  part. 
In  this,  we  shall  touch  briefly  on  a  second,  quite  different  group 
of  psychic  conditions,  which  physicians  call  the  “psychoses,”  but 
which,  when  severe,  the  public  calls  the  “insanities.”  These  are 
the  results  of  reactions  which  involve  total  personality. 

The  word  “insanity,”  however,  the  public  refuses  to  use  of  any  mental 
disturbance,  no  matter  how  “crazy”  the  patient,  which  is  clearly  due  to 
some  definite  organic  disease,  as  a  brain  tumor;  or  to  the  mild  cases  of 
those  psychoses  the  severer  grades  of  which  are,  legally,  insanities.  The 
disease  is  the  same  whether  mild,  and  the  patient  able  to  “carry  on”  at 
home,  or  “utterly  crazy.”  The  grades  of  severity  of  those  conditions  are 
judged  by  the  degree  of  insight  the  patient  has  into  his  condition  and  his 
degree  of  self-control,  neither  of  which  the  psychoneuroses,  even  in  their 
severest  grades,  much  disturb. 

Of  the  primary  psychoses,  the  most  important  for  our  consider¬ 
ation  are  the  manic-depressive,  the  involutional,  the  schizophrenic 
and  the  paranoid.  General  paresis  has  already  been  described 
(page  173). 

THE  MANIC-DEPRESSIVE  PSYCHOSIS 

The  term  “manic-depressive  psychosis”  is  applied  to  those  at¬ 
tacks  of  pathological  exaltation  and  depression  which  some  per¬ 
sons  have  once  in  their  life,  and  others  repeatedly,  but  at  relatively 
long  intervals.  Between  these  attacks  the  patient  is  well;  as  a 
rule,  unusually  well;  and  no  matter  how  many  of  them  he  may 
have,  little  or  no  permanent  mental  injury  results.  The  period 
of  exaltation,  when  marked,  we  call  “mania” ;  that  of  depression, 
if  marked,  we  call  “melancholia.”  In  case  the  period  of  exalta¬ 
tion  is  immediately  followed  by  one  of  depression,  the  case  is 
one  of  “circular  insanity.”  If  the  attacks  recur  at  fairly  regular 
intervals,  the  term  “cyclothymia”  is  used. 

This  psychosis  depends  on  an  innate  mental  pattern  which 
favors  abnormally  marked  oscillations  of  mood.  Most  “temper- 
mental”  persons  have  their  “ups  and  downs,”  but  their  mood 
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oscillations  do  not  range  beyond  the  limits  of  normal,  are  brief, 
lasting  hours  or  days,  and  are  largely  dependent  on  definite  events 
in  the  daily  life  or  on  general  health  of  the  individual.  An  item 
of  good  news,  and  his  “blues”  vanish;  some  disappointment,  and 
his  gayety  at  once  disappears.  Similar  oscillations  of  mood 
patients  subject  to  manic-depressive  attacks  usually  show  during 
their  periods  of  good  health,  although  perhaps  in  exaggerated  de¬ 
gree.  But  they  have  attacks  also  which  differ  from  these  in  that 
they  last,  not  for  hours  or  days,  but  for  months  and  years,  during 
which  time  the  patient’s  emotional  tone  is,  in  general,  unaffected 
by  what  he  does  or  by  what  we  do  for  him.  Also,  during  these 
periods  certain  pathological  psychic  elements  also  are  present: 
with  exaltation,  there  is  psychomotor  excitement,  a  flight  of  ideas, 
and  great  distractibility ;  with  depression,  there  is  a  definite  loss 
in  the  emotional  life  as  shown  by  absence  of  the  joy  of  living 
(anhedonia),  difficulty  in  cerebration,  and  often  psychomotor 
retardation. 

Attacks  of  depression  similar  to  those  of  this  disease  occur  in 
other  conditions  also.  In  mild  form,  in  connection  with  anxiety 
states  and  as  the  result  of  extreme  fatigue ;  during  the  course  of 
other  and  usually  more  serious  psychoses,  as  schizophrenia;  fol¬ 
lowing  an  encephalitis;  early  in  general  paresis;  and  in  various 
organic  nervous  diseases.  None  of  the  patients  with  these,  how¬ 
ever,  are  normal  between  their  attacks,  nor  are  merely  depressed 
during  them. 

In  the  manic-depressive  psychosis,  attacks  which  arise  spon¬ 
taneously  are  called  “constitutional”  or  “endogenous”;  those  for 
which  there  would  seem  to  be  some  fairly  adequate  cause,  such 
as  a  physical  illness,  a  well- justified  worry,  etc.,  are  termed  “re¬ 
active,”  “exogenous,”  or  “secondary.”  1 

Approximately  one  in  every  three  of  the  insane  patients  in  our 
state  hospitals  are  there  because  of  this  psychosis,  but  the  num¬ 
ber  of  persons  with  it  who  do  not  require  hospitalization  is  much 
larger.  Their  stay  in  the  hospital  is  relatively  brief,  for  they  get 
quite  well.  Later,  they  often  return  in  other  similar  attacks. 
They  are  the  so-called  “repeaters”  in  these  hospitals. 

THE  PERIOD  OF  DEPRESSION 

The  manic-depressive  form  of  depression  appears  in  three 
grades :  simple  retardation,  acute  depression,  and  depressive  stu¬ 
por.  Those  only  with  the  first  grade  voluntarily  seek  the  aid  of 
general  practitioners,  since  they  usually  believe  that  the  cause  of 
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their  suffering  is  some  physical  trouble.  They  complain  of  a 
great  many  physical  ailments,  but  especially  of  general  malaise, 
dyspepsia  (describing  this  as  a  bad  taste  in  the  mouth,  a  loss  of 
appetite,  a  feeling  of  weight  in  the  abdomen,  etc.),  marked  con¬ 
stipation,  headache,  blurred  vision,  sleeplessness,  nervousness,  irri¬ 
tability  (especially  as  to  noises),  and  great  fatigability,  even 
exhaustion.  Some  of  these  cases,  and  of  them  he  sees  a  great 
number,  the  general  practitioner  diagnoses  as  “neurasthenia”  (for 
their  reactions  are  typically  neurasthenic),  “hypochondriasis/’ 
etc.;  but  the  majority  of  them  he  treats  medically  or  surgically 
for  the  physical  troubles  suggested  by  the  symptoms.  That  is, 
he  removes  the  appendix,  the  gall  bladder,  drains  the  paranasal 
sinuses,  etc.,  without,  of  course,  giving  any  relief.  Probably 
many  cases  of  so-called  periodic  dipsomania  are  really  mild  cases 
of  the  manic-depressive  psychosis,  the  depressed  patient  seeking 
the  relief  which  alcohol  affords. 

It  is  important  in  the  diagnosis  of  these  mild  cases  of  this  psy¬ 
chosis  that  the  descriptions  which  these  patients  give  of  their 
physical  symptoms  (their  headaches,  abdominal  pains,  etc.),  when 
details  are  asked  for,  are  so  indefinite  that  that  alone  arouses  the 
doctor’s  suspicions.  If  he  asks,  “Are  your  symptoms  not  best 
described  as  a  mental  agony  ?”,  some  promptly  answer,  “That’s  it.” 
A  few,  however,  strenuously  deny  that  they  are  depressed.  Two 
points  in  the  history  of  these  patients,  however,  are  of  great  im¬ 
portance:  first,  that  before  this  illness  they  had  had  none  of  the 
present  symptoms,  but  were  unusually  well  (the  true  “neuras¬ 
thenic”  is  never  quite  well)  ;  and,  second,  that  it  is  only  too  evident 
that  their  physical  symptoms  concern  them  far  too  much. 

These  patients  complain  that  they  are  utterly  wretched;  they 
blame  themselves  for  their  condition;  they  “know”  they  can’t 
get  well ;  for  them,  life  has  lost  all  of  its  pleasure ;  they  have  lost 
all  interest  in  those  whom  they  love ;  mothers  worry  because  they 
no  longer  have  any  interest  in  their  babies ;  suicide  is  ever  in  their 
minds ;  for  these  patients  every  decision  is  difficult,  and,  when 
made,  is  wrong ;  everything  seems  to  them  unreal ;  some  say  they 
are  “all  in  a  fog.”  Others  seem  merely  to  pity  themselves ;  others 
“overcompensate”  for  their  own  unhappiness  by  being  very  dis¬ 
agreeable  to  all  about  them.  Such  a  change  in  disposition  may  be 
the  chief  symptom.  In  them,  since  theirs  are  mild  cases,  no  defi¬ 
nite  retardation  can  be  detected.  These  are  the  ones  whose  cases 
so  often  confuse  general  practitioners. 

In  these  mild  cases  the  depression  often  is  worst  early  in  the 
morning.  It  is  difficult  for  these  patients  to  get  started;  they 
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wake  up  unhappy ;  the  coming  day  seems  impossible,  unendurable. 
After  they  get  up,  they  feel  better  and  better  until,  in  the  after¬ 
noon,  the  depression  seems  to  “lift  itself  like  a  cloud  from  their 
minds,”  and  for  a  few  hours  they  are  happy.  During  the  night, 
without  any  known  cause,  the  cloud  settles  back  again.  Some 
hate  to  go  to  bed  so  much  do  they  dread  the  unhappiness  of  the 
next  morning.  During  the  day  these  patients  may  talk  cheerfully 
enough  to  their  friends,  but  they  frequently  slip  away  to  the  doc¬ 
tor  and  ask,  “Do  you  really  understand  the  misery  I  am  suffer¬ 
ing?”  They  haunt  his  offices,  for  his  assurance  that  they  cer¬ 
tainly  will  recover  seems  to  be  the  only  pleasure  they  can  find. 

The  slightly  depressed  man  may  continue  his  business,  but  he 
finds  it  very  difficult  to  do  so;  he  has  lost  all  interest  in  it;  he 
cannot  concentrate;  his  duties  fatigue  him  greatly.  Light  read¬ 
ing  may  be  easy,  but  it  is  difficult  for  him  to  write.  Sleep  is 
frequently,  although  not  always,  disturbed  and  is  always  unre¬ 
freshing. 

Such  depression  runs  its  course  usually  in  a  few  months,  and 
then  recovery  follows.  The  depression  may  disappear  gradually 
or  suddenly;  if  suddenly,  the  particular  treatment  which  the  pa¬ 
tient  was  then  receiving  gets  all  the  credit.  In  two  of  our  cases 
it  came  while  the  patients  were  kneeling  in  prayer. 

Those  patients  whose  depression  is  deeper  than  that  described 
above  usually  are  sent  at  once  to  a  mental  hospital.  A  discussion 
of  their  conditions  would  be  out  of  place  here. 

THE  PERIOD  OF  EXALTATION 

The  exaltation  of  the  manic-depressive,  even  when  mild,  has 
four  characteristic  features  which  vary  much  in  duration  and  in 
intensity:  an  elated  mood  (euphoria),  a  flight  of  ideas,  distrac- 
tibility,  and  psychomotor  over  activity.  Of  this  exaltation  there 
are  three  degrees:  hypomania,  acute  mania,  and  delirious  mania. 
Practically  all  attacks  of  mania  begin  rather  suddenly,  within  a 
few  days  or  a  few  weeks.  Some  patients  do  not  pass  beyond  the 
hypomanic  stage;  others  pass  progressively  through  all  three 
grades.  The  first  of  these  alone  is  the  problem  of  the  general 
practitioner,  and  then  only  when  anxious  friends  bring  the  patient 
to  him.  The  latter  seldom  consults  the  doctor  voluntarily;  he 
feels  no  need  of  medical  attention ;  he  “never  felt  better.”  When 
questioned  by  the  doctor  he  may  refuse  to  talk,  or  he  answers 
him  sarcastically  or  rudely.  Especially  does  he  object  to  a  physical 
examination. 
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At  first  glance,  the  hypomanic  person  seems  to  be  an  energetic, 
aggressive  man,  one  full  of  energy  and  ideas.  A  short  acquaint¬ 
ance,  however,  will  show  that  he  is  undependable,  irritable,  domi¬ 
neering,  and  visionary.  Formerly  conservative  in  business,  now 
he  may  be  speculating  wildly.  He  monopolizes  conversations,  and, 
while  doing  so,  shows  his  flight  of  ideas  by  talking  on  many  sub¬ 
jects  coherently,  but  finishing  none.  He  is  never  still  and  yet  ap¬ 
parently  is  never  fatigued.  In  the  severer  grades  of  this  exalta¬ 
tion  are  present  also :  cantankerousness,  a  slight  clouding  of  con¬ 
sciousness,  sometimes  delusions  and  hallucinations,  disorientation, 
irritability,  and  lack  of  insight.  Such  grades,  however,  clearly 
are  problems  for  the  psychiatrist. 

Chronic  mania  is  a  continuous  state  of  mania  which  differs 
clinically  in  no  way  from  the  above  forms  except  that  it  persists 
unchanged  for  years.  It  should  not  be  confused  with  a  series  of 
alternating  manic  and  depressive  states,  which  also  may  last  for 
years.  While  an  attack  of  chronic  mania  may  be  a  recurrence  of 
a  previous  manic-depressive  period,  yet  more  often  it  is  the  first 
attack  the  patient  has  had,  and  it  often  begins  after  the  age  of 
forty. 

PHYSICAL  SYMPTOMS 

The  chief  physical  symptoms  presented  by  a  case  of  manic- 
depressive  psychosis  during  the  state  of  depression  are  those  due 
to  insomnia  and  malnutrition.  There  is  loss  of  weight;  the  skin 
is  pale  and  wrinkled ;  dark  circles  are  under  the  eyes,  which  look 
dull;  the  growth  of  the  nails  is  retarded;  the  tongue  is  dry  and 
coated;  the  functions  of  the  gastro-intestinal  tract  are  sluggish, 
with  constipation  and  flatulence  the  result ;  the  lachrymal  secretion 
is  scanty;  and,  if  a  woman,  the  menses  are  scanty.  (Menstru¬ 
ation,  however,  tends  to  disappear  at  the  onset  of  practically  all 
mental  diseases ;  its  return  may  be  the  first  indication  of  improve¬ 
ment.)  The  slightly  exalted  patient,  on  the  other  hand,  looks 
(and  is)  physically  very  well.  His  skin  is  fresh,  the  growth  of 
his  hair  luxuriant,  his  movements  are  elastic  and  vigorous. 

COURSE 

A  better  understanding  of  the  very  mild  attacks  of  this  psy¬ 
chosis  is  of  great  importance  to  general  practitioners.  The  boy  of 
fourteen  during  his  first  attack  becomes  serious-minded,  consci¬ 
entious  and  religious.  His  family  is  delighted ;  he  is  “awakening 
spiritually/’  they  say.  They  overlook  the  fact  that  at  the  same 
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time  his  work  at  school  probably  is  poorer  than  before,  that  he 
fatigues  easily,  and  that  his  mind  is  in  a  fog.  In  a  few  weeks  he 
is  himself  again. 

Again,  a  few  years  later  and  often  while  at  college,  he  for  a 
few  months  is  serious-minded,  regrets  his  past  and  makes  good 
resolutions.  This  also  is  interpreted  favorably.  Several  years 
later  his  third  attack  develops.  Then  he  is  tired,  pessimistic,  re¬ 
pentant,  in  despair.  “You  are  overworking  and  are  worried,” 
says  his  wife.  “You  need  a  vacation,”  say  his  friends.  The 
fourth  attack,  often  while  he  is  in  the  fifth  decade,  is  likely  to  be 
deeper  and  there  is  no  doubt  that  he  has  a  mental  disorder.  Nev¬ 
ertheless,  all  these  experiences  were  due  to  one  and  the  same 
disease;  they  differ  only  in  degree. 

The  regularity  and  deceptiveness  of  the  attacks  of  this  psychosis 
are  well  illustrated  by  the  following  case. 

A  university  professor,  forty-five  years  old,  complained  of  pain,  slightly 
cutting  in  character,  through  the  lower  abdomen  and  radiating  around  to 
both  sides.  On  further  inquiry,  he  said  that  “his  energy  had  stopped  sud¬ 
denly,”  that  he  could  not  work,  but  felt  miserable,  irritable,  fidgety,  emo¬ 
tional,  and  pessimistic.  It  was  clear  that  he  was  mentally  depressed.  He 
gave  a  history  suggesting  two  previous  attacks,  the  one  when  fifteen  and 
the  other  when  twenty-four  years  of  age.  We  told  him  he  must  have  had 
a  similar  illness  about  ten  years  ago.  This  he  denied,  stating  that  that  was 
one  of  the  happiest  periods  of  his  life.  A  few  days  later  he  returned,  say¬ 
ing,  “I  have  been  reading  my  diary  of  eleven  years  ago  and  found  it  in¬ 
tensely  interesting.  That  was  the  year  I  became  a  teacher.  I  had  been  a 
successful  business  man,  but  felt  that  I  was  wasting  my  life  making  money, 
that  I  should  be  doing  more  for  young  men.  I  sold  out  my  business  at  a 
financial  loss  and  joined  the  university  faculty.  Since  then  I  have  been 
happier  than  ever.”  “Did  you  begin  to  teach  at  once?”  was  asked.  “No,” 
he  replied,  “I  could  not.  I  went  abroad  and  led  a  quiet  life.  It  was  nearly 
a  year  before  I  felt  well  enough  to  begin  my  work.”  His  diary  showed 
that  during  this  period  his  “memory  failed  him,”  that  a  “fog”  shut  down 
on  him,  that  he  was  suspicious  and  suffered  acutely.  These  details,  however, 
he  had  forgotten. 


DIAGNOSIS 

If  those  patients  with  this  trouble  who  flatly  deny  that  they  are 
depressed  confess  to  malaise,  headache,  and  inertia ;  that  they  feel 
worst  in  the  early  morning;  and,  especially,  that  the  condition 
began  acutely,  interrupting  a  period  of  excellent  health,  then,  for 
them,  the  diagnosis  of  the  manic-depressive  psychosis  is  justified, 
no  matter  how  accurately  they  describe  the  symptoms  of  some 
physical  disease.  The  very  intensity  of  their  emotional  reaction 
concerning  their  complaints  is  suggestive  of  this  trouble.  This 
diagnosis  becomes  still  more  certain  if  the  condition  has  already 
persisted  more  or  less  unchanged  for  several  weeks,  is  not  modi- 
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fied  by  a  change  in  environment  or  by  the  ordinary  therapeutic 
measures  which  give  the  psychoneurotic  at  least  temporary  relief, 
and,  especially,  if  the  patient  had  ever  had  a  previous  similar  at¬ 
tack,  or  has  a  family  history  of  affective  disorders. 

One  of  the  most  serious  of  mistakes  for  the  internist  to  make 
is  to  diagnose  a  case  of  mild  depression  as  a  psychoneurosis, 
and  yet  some  writers  believe  that  the  majority  of  cases  of  so-called 
“neurasthenia”  (page  270),  and  that  all  of  those  of  “hypochon¬ 
driasis”  (page  328),  are  to  be  explained  in  terms  of  this  disease. 

The  manic-depressive  psychosis  and  the  anxiety  states  of 
psychasthenia  are  in  some  ways  related.  Indeed,  in  some  patients 
an  anxiety  neurosis  follows  a  manic-depressive  attack.  As  a  rule, 
however,  the  depression  belonging  to  anxiety  depends  definitely 
on  the  environment;  the  patient  feels  better  after  a  good  night, 
but  sometimes  is  worse  in  the  morning;  he  feels  that  his  “mis¬ 
erable  condition”  is  the  result  of  some  illness  for  which  he  is 
not  to  blame;  he  responds  promptly  to  encouragement;  he  objects 
to  telling  what  his  fears  and  anxieties  are  (in  other  words,  he 
has  not  lost  insight)  ;  and  his  conditions  last  only  for  weeks  or  a 
few  months. 

The  depression  of  the  manic-depressive  patient  often  resembles 
that  seen  in  toxic  exhaustive  states,  such  as  follow  typhoid 
fever.  Here,  of  greatest  value  in  diagnosis  is  the  personality  of 
the  patient  and  the  history  of  the  physical  illness  which  led  to  the 
present  state. 

The  exaltation  of  the  manic-depressive  psychosis  and  that  of 
schizophrenia  have  a  few  points  in  common,  but  the  former  is  a 
happy,  jolly  state,  and  the  patient’s  flow  of  ideas  has  a  rich  intel¬ 
lectual  content;  while  the  exaltation  of  the  latter  is  marked  by 
blind,  impulsive,  bizarre  conduct  and  by  the  poverty  of  its  mental 
content.  The  excitement  of  the  general  paretic  can  readily  be  dis¬ 
tinguished  from  that  of  the  manic-depressive  psychosis  because 
of  the  physical  signs  and  serological  and  spinal  fluid  findings  in 
the  former. 

PROGNOSIS 

The  prognosis  of  the  single  attacks  of  the  manic-depressive 
psychosis  is  excellent,  especially  for  those  patients  who,  between 
their  attacks,  show  efficient,  well-balanced  personalities;  and  is 
particularly  so  if  the  attack  followed  a  fairly  adequate  cause. 
How  long  the  attack  will  last,  however,  is  uncertain.  In  general, 
it  continues  from  three  to  eighteen  months.  The  periods  between 
attacks  is  much  longer  in  the  case  of  patients  seen  in  private  prac- 
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tice  than  in  those  who  need  institutional  care.  In  fact,  these  of 
the  former  may  continue  even  from  twenty  to  forty  years.2 

While  the  manic-depressive  psychosis  does  not  lead  to  de¬ 
mentia,  some  patients  with  it  would  seem  during  their  later 
years  to  show  a  slight  deterioration  of  personality,  as  shown  by 
their  selfishness,  superficial  thinking,  shallowness  of  mood,  care¬ 
lessness  of  appearance,  readiness  to  be  guided,  etc.  Such  changes, 
however,  are  slight  and  indicate  more  a  state  of  psychic  invalidism 
than  a  true  deterioration. 

While  the  presence  of  hallucinations  in  an  attack  of  the  manic- 
depressive  psychosis  does  not  make  the  prognosis  less  favorable, 
yet  it  does  suggest  that  in  the  future  the  patient  may  have  other 
such  attacks. 

ETIOLOGY 

Some  hereditary  predisposition  must  have  a  share  in  the  etiology 
of  the  manic-depressive  psychosis,  since  from  60  to  80  percent 
of  all  patients  with  it  belong  to  psychoneurotic  families. 
Kraepelin,  in  support  of  his  theory  that  this  psychosis  is  the 
result  of  a  disorder  of  metabolism,  called  attention  to  the  dif¬ 
ferences  in  the  physical  states  of  these  patients  during  their  ex¬ 
alted  and  depressed  periods  (page  409).  Kretschmer,  who  believed 
in  the  importance  of  constitutional  pathology,  called  attention  to 
the  large  number  of  these  patients  who  are  of  his  “pyknic”  type : 
that  is,  who  have  short,  broad,  stocky  bodies,  and  thick  necks. 

TREATMENT 

The  attacks  of  the  manic-depressive  psychosis  of  young  persons 
get  well  without  treatment.  The  problem  for  them  is  to  control, 
during  their  periods  of  good  health,  all  those  influences  which 
may  precipitate  later  attacks.  Those  of  the  definitely  cyclothymiac 
type,  however,  will  recur,  irrespective  of  treatment. 

While  patients  with  mild  cases  of  this  disease  often  do  well  at 
home,  yet  a  hospital  is  the  proper  place  for  even  the  mildest  of 
them,  since  each  is  a  potential  suicide,  no  matter  how  mild  his 
depression  may  seem  to  be,  or  how  emphatically  he  promises  that 
he  will  not  attempt  this  act.  The  periods  most  dangerous  in  this 
particular  are  the  early  and  the  late  stages  of  the  attack,  when  the 
conflict  between  the  desires  for  life  and  for  death  is  most  acute. 
Suggestion  also  is  very  important ;  that  is,  the  patient’s  knowledge 
of  others  who  died  in  this  manner,  the  position  of  the  windows 
in  his  room,  access  to  the  bathtub,  to  dangerous  tools,  etc. 
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In  the  treatment  of  these  patients,  both  those  exalted  and  those 
depressed,  certain  general  principles  should  be  followed.  Every 
effort  should  be  made  to  remove  any  infection  present,  to  relieve 
constipation,  to  correct  any  cardiovascular  abnormalities  or  en¬ 
docrine  disturbances  (for  the  correction  of  these  may  aid  much 
in  recovery),  and  to  control  insomnia  and  malnutrition.  Their 
daily  life  should  be  reduced  to  its  simplest  terms  and  they  should 
follow  an  easy,  regular  schedule.  No  efforts  should  be  made  to 
entertain  or  to  divert  these  patients,  to  “get  them  out  of  them¬ 
selves, ”  for  all  such  efforts  will  fail  in  their  purpose  and,  besides, 
are  fatiguing.  The  diet  should  be  light,  easily  digested  and 
abundant  enough  to  lead  to  gain  in  weight.  Even  the  normal  man 
when  undernourished  is  restless,  irritable,  and  sleeps  badly;  still 
more  so  the  patient  with  hypomania.  One  of  the  first  signs  of 
beginning  improvement  is  an  increase  in  the  bodily  weight  and  a 
return  of  appetite  and  sleep. 

To  promote  sleep,  one  makes  the  patient  as  comfortable  as 
possible  in  bed  and  prescribes  a  full  diet  which  includes  a  glass  of 
some  hot  nourishing  liquid  each  night  at  bedtime.  Warm  packs  are 
not  to  be  recommended,  since  they  suggest  restraint.  If  these  gen¬ 
eral  measures  are  not  enough,  hypnotics  should  be  employed,  but  as 
sparingly  as  possible.  No  attempt  should  be  made  to  probe  the 
mind  of  the  depressed  patient,  since  such  study  may  lead  to  suicide. 

For  the  exalted  patient  who  is  cooperative,  occupational  ther¬ 
apy,  work  in  the  open  air  on  a  farm,  etc.,  has  value,  since  this 
creates  an  outlet  for  his  excitement. 

During  convalescence,  tonics  are  given  to  build  up  the  patient’s 
general  strength. 

THE  PSYCHOSES  OF  THE  INVOLUTIONAL 
PERIOD 

The  involutional  period  of  life  usually  begins  in  women  be¬ 
tween  the  ages  of  forty  and  forty-five,  and  in  men  between  the 
ages  of  fifty  and  sixty-five;  yet  these  limits  are  not  constant;  it 
may  begin  much  earlier.  The  psychoses  which  belong  to  this 
period  often  follow  some  exciting  factor,  as  a  physical  illness, 
the  death  of  a  relative,  financial  worries,  etc.  Because  of  the 
crisis  of  the  menopause,  they  are  more  common  in  women  than 
in  men. 

Of  these  psychoses,  depression  without  retardation  and  with 
anxiety  is  a  dominant  feature.  Early,  the  symptoms  complained 
of  often  suggest  physical  troubles,  as  feelings  of  pressure  or  flush- 
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mg  in  the  head,  vertigo,  irritability,  and  difficulty  in  thinking, 
while  the  anxiety  expresses  itself  merely  as  general  uneasy  appre¬ 
hension.  In  more  marked  cases,  feelings  of  unreality,  of  per¬ 
plexity  (doubt  and  indecision),  fear  and  anxiety  are  conspicuous. 
These  patients  have  a  tendency  to  bewail  the  past  and  to  discount 
the  future.  They  magnify  the  slightest  faults  of  their  past  into 
the  most  terrible  crimes,  for  which  they  feel  worthy  even  of 
death.  They  hold  themselves  responsible  also  for  the  misfor¬ 
tunes  of  those  with  whom  they  have  been  associated.  Many  are 
in  such  despair  lest  they  have  committed  the  unpardonable  sin 
that  they  even  commit  suicide.  The  severest  cases  complain  also 
of  hallucinations  concerning  the  outside  world  (allopsychic  con¬ 
cepts)  ;  of  hypochondriacal  trends,  involving  sensory  complexes 
made  up  of  bodily  sensations  and  nihilistic  delusions  in  the  auto- 
somatic  and  autopsychic  fields. 

The  appearance  of  those  patients  whose  depression  is  marked 
indicates  great  misery;  they  look  frightened,  are  restless,  moan, 
wring  their  hands;  they  resist  treatment  and  food  either  because 
they  feel  unworthy  of  it  or  are  suspicious  lest  the  latter  be  pois¬ 
oned. 

The  chronic  cases  show  a  still  greater  restriction  of  interest  and 
a  much  shallower  depth  of  affect.  They  have  no  strong  fear 
reactions;  they  merely  moan,  whine,  and  seclude  themselves. 

Physically,  these  patients  show  rapid  loss  of  weight,  due  to 
their  refusal  to  eat  and  to  gastro-intestinal  disturbances ;  often,  a 
transitory  glycosuria;  vasomotor  disturbances,  as  flushing,  ex¬ 
cessive  perspiration  and  other  indications  of  autonomic  imbalance. 

The  psychopathologists  explain  the  features  of  an  involutional  melan¬ 
cholia  as  the  result  of  a  progressive  restriction  of  the  patient’s  interest,  lead¬ 
ing  to  increasing  egoism  which  leads  to  contradictory  impulses.  Since  this 
egoism  finds  no  satisfaction  in  his  life,  the  patient  is  much  preoccupied  with 
ideas  of  death,  which  he  seems  both  to  welcome  (therefore  his  attempts  at 
suicide)  but  also  to  dread.  His  insomnia  and  his  delusions  of  poverty,  they 
explain  on  the  ground  that  both  sleep  and  poverty  are  symbols  of  death. 
His  nihilistic  delusions  and  hypochondriacal  trends  are  projections  of  his 
loss  of  interest  in  life. 

Diagnosis. — It  is  important  in  diagnosis,  first,  that  the  intel¬ 
lectual  faculties  of  the  majority  of  patients  with  involutional  psy¬ 
choses  are  remarkably  clear,  considering  the  depth  of  the  distress 
which  they  exhibit.  They  show  little  or  no  clouding  of  conscious¬ 
ness  ;  their  orientation  is  correct ;  their  memory  is  good ;  and  their 
insight  is  very  good.  Second,  that  with  their  depression,  even 
when  it  is  marked,  there  is  no  retardation.  In  the  acute  cases, 
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however,  terrifying  hallucinations  and  some  disorientation  are 
present. 

The  great  majority  of  the  depressed  states  which  develop  during 
this  period,  however,  are  not  involutional,  but  the  recurrences  of 
previous  attacks  of  the  manic-depressive  psychosis.  From  the 
latter  they  differ  in  the  previous  history  of  the  case  (page  406), 
the  absence  of  mental  and  psychomotor  retardation,  and  the  com¬ 
bination  of  depression  with  anxiety,  feelings  of  unreality,  delu¬ 
sions  concerning  the  patient’s  own  body  and  mind,  and  often  ter¬ 
rifying  hallucinations. 

They  differ  from  those  paranoid  reactions  which  also  occur 
during  the  same  period  of  life  (Kraepelin’s  paraphrenia)  in  that 
the  involutional  patients  do  not  limit  their  emotional  reactions  to 
any  one  idea ;  and  from  the  somewhat  similar  states  due  to  cere¬ 
bral  arteriosclerosis,  in  that  there  are  no  evidences  of  organic 
cerebral  changes,  no  headache,  convulsive  attacks,  and,  in  mild 
cases,  no  loss  of  memory  or  judgment. 

Prognosis. — Since  patients  with  involutional  melancholia  have 
little  adaptive  capacity,  their  disease  is  apt  to  last  from  six  months 
to  even  several  years.  The  stronger  their  affect  reactions  (that  is, 
the  greater  their  anxiety,  their  restlessness,  and  the  more  prom¬ 
inent  their  delusions  of  death  and  poverty,  and  especially  if  these 
affect  reactions  are  well  maintained),  the  better  the  outlook  for 
them.  Their  blood  pressure  and  blood  sugar  curves  have  little 
value  in  prognosis. 

Treatment. — Any  definite  but  minor  physical  disorder  pres¬ 
ent,  as  a  focal  infection,  should  be  treated  first.  If  attended  by 
special  nurses,  some  involutional  patients  may  be  cared  for  satis¬ 
factorily  at  home,  yet  the  course  of  these  cases  usually  is  so  pro¬ 
longed,  and  the  danger  of  suicide  so  great,  that  commitment  to  a 
mental  hospital  is  preferable. 

During  the  acute  stage,  the  patient  needs  above  all  else  abundant  nourish-  , 
ing  food,  even  though  tube-feeding  be  necessary.  For  his  insomnia,  com¬ 
plete  rest  in  bed  in  the  open  air  will  quiet  him  by  day  and  help  him  to  sleep 
at  night.  For  these  patients  the  most  valuable  hypnotics  are  amytal,  paralde¬ 
hyde  (from  1  to  2  drachms),  the  bromides  (15  grains),  chloral  (10  grains), 
or  bromides  and  chloral  combined.  Opium  should  be  avoided.  Because  of 
the  patient’s  general  physical  condition,  iron  and  arsenic  tonics  usually  are 
indicated.  Hydrotherapeutic  measures  are  to  be  avoided,  since  to  the  patient 
they  suggest  coercion. 

As  soon  as  the  patient  becomes  cooperative,  occupational  ther¬ 
apy  should  be  stressed,  since  any  simple  task  well  done  arouses  a 
feeling  of  self-confidence,  which  of  itself  leads  to  still  further 
improvement.  Psychotherapy  should  be  postponed  until  the  pa- 
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tient  has  improved  enough  to  permit  a  thorough  discussion  with 
him  of  his  symptoms  and  of  the  causes  which  have  led  to  the 
illness. 
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CHAPTER  XXVIII 


THE  SCHIZOPHRENIC  PATIENT 

“Dementia  praecox”  is  the  term  formerly  applied  to  a  psychosis 
which  to-day  explains  over  60  percent  of  the  population  of  our 
hospitals  for  the  insane,  and  which  should  receive  the  careful 
attention  of  general  practitioners,  since  many  of  these  insane  pa¬ 
tients  had  earlier  been  under  their  care  for  physical  complaints 
which,  if  correctly  understood,  might  have  suggested  their  present 
disease.  This  term  is  an  unfortunate  one,  since  it  designates  as 
“dementia”  a  mental  state  which  is  not  at  all  that,  and  also  since 
it  fails  to  apply  to  those  cases  which  develop  during  adult  life. 

Formerly,  this  was  the  diagnosis  of  fewer  than  20  percent  of 
the  insane.  The  fact  that  to-day  this  figure  has  been  raised  to 
over  60  percent  does  not  indicate  any  increase  in  the  prevalence 
of  this  disease,  but  rather  a  better  understanding  of  its  essential 
features,  with  the  result  that  many  cases  formerly  diagnosed  as 
“adolescent  insanity,”  “catatonia,”  “mania,”  “melancholia,”  “para¬ 
noia,”  etc.,  all  previously  considered  as  independent  conditions, 
to-day  are  included  in  this  group.  Dementia  praecox,  however, 
can  scarcely  be  considered  as  a  single  disease,  but  rather  a  group 
of  conditions,  all  of  which  have  one  feature  in  common :  a  disin¬ 
tegration,  that  is,  a  splitting,  of  personality;  hence  the  now  ac¬ 
cepted  term,  “schizophrenia.” 

The  evidence  that  the  patient  is  “schizophrenic”  is  that  he,  dis¬ 
regarding  more  or  less  the  world  of  reality  about  him,  lives 
an  imaginary  or  dream  life  little  of  which  is  in  consciousness.  If 
his  schizophrenic  thought  processes  dominate,  he,  to  all  super¬ 
ficial  appearances,  is  demented.  That  is,  for  months  he  sits  still 
without  moving,  makes  no  response  to  what  is  said  or  done  to 
him,  and  no  efforts  even  to  control  his  bowels  or  bladder.  Never¬ 
theless,  even  then  his  intellect  is  still  intact  and  his  memory  good. 
True  “dementia”  may  finally  develop,  but  this  is  years  after  he, 
to  all  external  appearances,  has  become  “mentally  dead.”  All 
normal  persons  are  at  times  just  a  little  schizophrenic.  That  is, 
they  indulge  in  day-dreaming  to  the  detriment  of  the  work  at 
hand,  and  allow  themselves  to  be  governed  by  prejudices  which 
they  cannot  define  clearly  to  themselves.  It  is  the  degree  of  con- 
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stancy  of  this  action  which  determines  its  pathological  quality. 

The  schizophrenic  trend  usually  begins  in  childhood  and  de¬ 
velops  slowly  and  insidiously  over  a  period  of  years  before  its 
results  are  definitely  pathological.  Nevertheless,  some  cases  would 
seem  to  develop  rather  acutely  during  adult  life,  especially  fol¬ 
lowing  some  emotional  or  physical  shock  or  stress,  or  a  preg¬ 
nancy,  or  some  infectious  disease,  as  influenza  or  tuberculosis. 
The  more  closely,  however,  we  study  the  past  history  of  these 
patients,  the  more  likely  are  we  to  discover  that  their  schizophrenic 
trend  was  evident  during  childhood. 

THE  PRESCHIZOPHRENIC  STAGE 

Among  the  earliest  hints  of  the  presence  of  this  trend  is  some 
peculiarity,  idiosyncrasy,  or  perversity,  as  shown  by  the  child’s 
fears,  ruminations,  undue  sensitiveness,  or  bashfulness.  While 
by  no  means  do  all  children  who  manifest  such  trends  later  de¬ 
velop  a  schizoid  personality,  and  while  we  cannot  get  any  such 
childhood  history  of  many  adult  insane  schizophrenic  patients, 
nevertheless,  every  young  child  who  shows  any  of  these  character¬ 
istics  should  receive  careful  attention. 

Children  a  little  older,  and  especially  in  their  school  life,  may 
show  still  more  clearly  certain  features  which  suggest  the  possi¬ 
bility  of  later  schizophrenia.  Such  children  may,  according  to 
Farrar,  be  classified  in  five  groups.  First,  the  “backward”  chil¬ 
dren,  who  lack  ambition,  are  absent-minded,  and  often  play  truant. 
Second,  the  “precocious”  children,  who  are  bookish,  serious,  pru¬ 
dish,  and  in  many  other  ways  “model.”  They  prefer  to  sit  alone, 
absorbed  in  books  on  abstract  subjects  (philosophy  and  mathe¬ 
matics),  and  take  little  interest  in  the  objective  world  of  birds, 
flowers,  sports,  etc.  Third,  the  “neurotic”  children,  who  are 
selfish  and  deceitful,  who  win  their  ends  by  temper,  tantrums, 
headache  and  other  minor  ailments.  Fourth,  the  “asocial”  chil¬ 
dren,  who,  neither  affectionate  nor  demonstrative,  tend  to  lead  a 
quiet,  self-contained  (“shut-in”)  life,  apart  from  their  compan¬ 
ions.  In  the  fifth  group  are  those  children  who,  psychically, 
“never  grow  up.” 

AUTISTIC  THINKING 

Some  of  the  above-described  children  at  or  soon  after  puberty, 
and  especially  if  some  crisis  arises  in  their  lives,  may  begin  to 
show  less  and  less  unity  of  personality.  While  at  first  they  con- 
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tinue  to  interest  themselves  more  or  less  with  the  world  of  reality, 
nevertheless  it  is  evident  that  more  and  more  they  live  a  dream 
life,  the  content  of  which  remains  less  and  less  in  consciousness. 
The  latter,  the  so-called  autistic  thought-life,  is  evidence  that 
they  are  becoming  schizophrenic.  Some  of  them  at  first,  realiz¬ 
ing  that  something  is  wrong,  worry  much  about  their  health,  com¬ 
plain  of  trivial  ailments,  and  so  consult  the  family  doctor.  Later, 
after  their  schizophrenia  has  developed  further,  they  contentedly 
live  simultaneously  these  two  quite  independent  thought-lives. 
Since  both  affect  behavior,  the  attitudes,  words,  and  deeds  of 
these  patients  often  are  so  inconsistent  that  to  the  observer  they 
are  simply  incomprehensible.  “We  can  appreciate  how  most  psy- 
chotics  must  feel ;  but  we  cannot  get  in  touch  with  the  mental  life 
of  a  case  of  dementia  praecox”  (Campbell). 

The  explanation  of  autistic  thinking,  as  given  by  the  psychiatrists,  may 
be  summarized  as  follows :  The  schizophrenic  patient,  probably  because  of 
some  constitutional  deficiency  inherited  or  acquired,  fails  early  to  establish 
normal  habits  of  frank  dealing  with  those  of  his  instinctive  longings  that 
are  restricted  by  social  usages ;  or  he  seems  to  lack  the  energy  sufficient  for 
active  competition  with  his  fellow  beings  or  adequate  to  enable  him  to  meet 
some  crisis  in  his  life.  He,  therefore,  turns  away  from  reality  (introver¬ 
sion)  and  regresses  to  an  infantile  mode  of  thought.  In  the  words  of  the 
psychoanalyst,  he  has  “withdrawn”  his  emotional  interest  from  the  world 
of  reality,  and  has  “reinvested”  it  in  the  service  of  his  psychophysical  self, 
“with  his  libido  anchored  to  his  childhood  levels  of  adaptation.”  1 

PSYCHIC  SYMPTOMS  OF  SCHIZOPHRENIA 

Viewed  objectively,  all  schizophrenic  patients  early  show  two 
cardinal  psychic  symptoms.  The  more  important  of  these  is  an 
all  too  evident  disharmony  between  their  moods,  as  expressed  in 
their  words,  and  these  as  they  manifest  them  objectively.  With¬ 
out  any  show  of  emotion  they  will  give  utterance  to  ideas  which 
for  the  ordinary  person  would  be  accompanied  by  profound  re¬ 
morse,  pity,  or  deep  depression.  At  another  time  they  suddenly 
burst  into  laughter  or  assume  silly  smiling  attitudes  for  which 
they  can  give  no  good  reasons.  Such  disharmony  certainly  indi¬ 
cates  a  deep-seated,  serious  disintegration  of  the  psychic  functions, 
and  yet  develops  in  a  setting  of  relatively  normal  mental  clearness. 
There  is  no  clouding  of  consciousness,  no  disorientation  for  time, 
place,  or  person,  no  memory  defect  for  either  recent  or  remote 
events,  and  no  loss  in  technical  skill.  Judgment,  however,  is  seri¬ 
ously  impaired,  for  these  patients  have  no  proper  appreciation  of 
the  serious  nature  of  a  condition  which  could  produce  such  dis¬ 
harmony.  The  second  cardinal  symptom  is  a  failure  of  affect; 
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that  is,  a  blunting  of  the  emotions,  which  shows  itself  in  apathy. 
These  events  in  life  which  in  others  would  arouse  great  joy,  sor¬ 
row,  or  fear,  they  regard  with  indifference. 

Such  a  patient,  if  left  to  himself,  gradually  sinks  deeper  and  deeper  into 
his  autistic  (dream)  life.  He  becomes  more  and  more  untidy  and  slovenly; 
his  thoughts  which  are  in  consciousness  become  more  and  more  disorderly, 
until  his  speech  is  incoherent;  he  sits  silent,  apparently  an  idiot.  Never¬ 
theless,  even  after  years  of  such  apparent  dementia,  a  sudden  shock  or  severe 
illness  may  for  a  short  time  bring  him  face  to  face  with  reality,  and  for  a 
brief  time  he  will  appear  normal.  Although  for  years  he  may  not  have 
spoken  or  moved,  suddenly  he  repeats  conversation  and  describes  in  detail 
incidents  which  happened  months  before,  and  asks  concerning  his  family, 
etc.,  showing  that  there  has  been  no  lack  of  intellectual  function  and  no 
great  loss  of  memory. 

Autistic  thought  processes,  while  unconscious  to  the  patient, 
must  nevertheless  be  very  active  if  we  are  to  judge  them  by  the 
thoughts  and  symbols  of  thoughts  (hallucinations  and  delusions) 
which  they  arouse  in  the  patient’s  conscious  mental  life.  These, 
to  him,  seem  foreign;  to  arise  of  themselves  (hence  the  term  used 
of  them,  “autochthonous”).  They  impel  him  to  say  and  do  things 
without  being  aware  why  he  does  so.  He  shows  mannerisms  of 
speech  which  to  him  are  meaningless ;  he  does  things  which  he 
cannot  explain;  he  commits  sudden,  impulsive,  unpremeditated 
deeds  which  may  be  violent  and  dangerous,  and  yet  which  he  does 
not  will.  He  feels  as  though  some  unknown  powers  were  moving 
his  tongue  and  limbs,  making  him  to  do  and  to  say  things  which 
he  recognizes  to  be  meaningless  or  absurd.  Often  he  acts  as 
though  impelled  by  conflicting  impulses  or  voices,  the  one  urging 
him  “Do  it,”  and  the  other  “Don’t  do  it.”  Any  normal  person 
may  have  such  thoughts  occasionally,  but  the  schizoid  patient,  they 
dominate. 

Some  of  these  autochthonous  thoughts  take  the  form  of  hallu¬ 
cinations,  usually  of  hearing  (“voices”),  rarely,  of  sight,  smell  or 
taste.  They  differ  from  those  common  in  toxic  states  (delirium), 
in  that  the  latter  are  sense  falsifications  which  originate  at  the 
lower  sense  levels,  and  so  to  the  patient  are  genuine  sensations, 
to  which  he  reacts.  But  the  hallucinations  of  schizophrenia  are 
“intrapsychic,”  that  is,  they  arise  on  the  thinking  levels,  and  so  are 
not  regarded  by  the  patient  as  real  sensations.  To  some  of  these 
he  does  not  react  at  all;  some  he  seems  to  consider  as  under  his 
control;  others  seem  to  have  authority  for  him  (feelings  of  influ¬ 
ence),  therefore  he  may  appear  to  consult  them  before  acting,  or, 
in  obedience  to  them,  he  may  commit  impulsive,  violent  deeds. 

He  has  delusions  also,  which,  like  his  hallucinations,  are  char¬ 
acteristically  changeable  and  transitory.  Since  because  of  his 
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schizophrenia  he  interprets  the  most  trivial  incidents  as  having 
some  special  reference  to  himself,  he  develops  delusions  of  perse¬ 
cution  (his  “thoughts  are  being  read/’  or  “stolen”  from  him; 
somebody  is  influencing  him  by  an  electrical  machine  or  by  radio, 
etc.),  or  ideas  of  grandeur  (“he  had  a  special  mission  from  God”; 
“the  whole  world  centers  around  him”). 

To  those  stimuli  which  arise  externally  to  himself,  the  patient 
reacts  without  consideration  of  their  meaning  or  of  the  conse¬ 
quences  of  his  reactions.  That  is,  he  obeys  the  doctor’s  orders 
blindly  (automatism) ;  repeats  the  latter’s  words  (echolalia)  ; 
mimics  his  movements  (echopraxia)  ;  or  he  may  make  careless, 
absurd  answers  to  questions  asked  him;  or  he  may  appear  oblivi¬ 
ous  of  the  doctor’s  presence;  or  he  acts  violently.  To  judge 
from  his  words,  his  stream  of  thought  must  show  much  repeti¬ 
tion,  since  he  repeats  the  same  words  and  acts  monotonously  (if 
of  words,  “verbigeration,”  if  of  acts,  “stereotypes”).  Conversa¬ 
tion  later  may  be  a  senseless  jargon  (“word  salads”),  or  contain 
rhymes,  plays  on  words,  or  new  words  (neulogisms).  At  other 
times  flexibilitas  cerea  (page  423)  is  a  conspicuous  feature  of  the 
case.  Convulsive  seizures  sometimes  occur,  the  most  of  which  are 
merely  vertigo,  fainting,  etc. ;  but  some  are  truly  apoplectiform  or 
epileptic  in  nature. 

All  of  the  above  active  manifestations  of  schizophrenic  thought 
processes  may  be  manifested  at  some  time  or  another  and  then 
disappear ;  but  even  during  the  patient’s  remissions,  when  he  seems 
fairly  normal,  he  still  seems  somewhat  indifferent  to  the  world  of 
reality,  a  fact  which  suggests  that  schizophrenia  involves  some 
permanent  damage  to  personality. 

PHYSICAL  SYMPTOMS 

Schizophrenic  patients  physically  are  usually  poorly  nourished 
and  in  many  other  ways  are  subnormal.  Early,  they  are  hypo¬ 
chondriacal  and  complain  of  queer  body  sensations,  headache, 
pressures,  discomforts  and  paresthesias.  The  appetite  is  capri¬ 
cious;  it  may  entirely  fail,  or  be  excessive.  There  is  a  striking 
lack  of  tone  of  their  skin  vessels,  as  is  shown  by  the  cyanosis 
without  coldness  of  the  hands,  feet,  nose  and  ears,  and  by  edema 
of  the  feet.  Dermatographia  often  is  marked.  The  blood  pres¬ 
sure  and  the  basal  metabolic  rate  usually  are  at  the  lower  limits 
of  normal.  The  thyroid  body  sometimes  is  hypertrophied  and 
soft. 
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In  about  75  percent  of  the  extremely  shut-in  patients,  one  fails  to  get  the 
pupillary  reflex  to  psychic  stimuli  (they  do  not  dilate  in  response  to  pain). 
There  are  no  constant  changes  in  the  reflexes.  A  markedly  increased  muscle 
tonus  with  localized  spasms  characterizes  the  catatonic  cases  especially,  but 
this  at  times  is  present  in  all  the  other  types  also. 

MORBID  ANATOMY 

No  anatomical  lesions  which  are  at  all  characteristic  are  found 
in  the  acute  cases  which  die,  apparently  from  this  psychosis  alone, 
and  yet  few  pathologists  consider  this  to  be  a  functional  disease. 
It  is  consistently  too  serious ;  even  in  their  best  remissions  these 
patients  do  not  quite  return  to  normal;  some  terminate  fatally. 
Microscopic  changes,  however,  are  found  in  the  brain,  which, 
though  not  characteristic,  are  “sufficient  at  least  to  establish  some 
organic  basis  for  the  malady.”  2 

CLINICAL  TYPES 

Four  clinical  types  of  schizophrenia  have  been  described,  which 
differ  in  the  relative  prominence  of  features  common  to  all.  Nev¬ 
ertheless,  all  possible  gradations  between  these  types  are  common. 
All  show  evidences  of  autistic  thinking,  leading  at  times  to  the 
above-described  abnormalities  of  speech  and  behavior;  in  all,  the 
course  of  this  disease  is  very  variable,  with  periods  of  mutism, 
flexibilitas  cerea,  delusions,  excitement,  violence  and  improve¬ 
ment;  a  few  cases  of  all  these  types  apparently  recover,  but  the 
majority  finally  reach  the  final  stage  of  true  mental  deterioration. 

Schizophrenia  simplex  is  a  condition  which  explains  many  a 
shiftless  vagrant,  many  a  criminal,  but  very  few  medical  patients. 
Persons  belonging  to  this  group  may  have  appeared  very  bright 
while  in  the  lower  school  grades,  but  later  complain  of  headaches, 
become  moody,  self-centered,  restless  and  apprehensive  (“neuras¬ 
thenic”),  awkward,  bashful,  lack  concentration,  avoid  competi¬ 
tion  and  keep  alone.  Soon,  they  begin  to  day-dream  (autism), 
and  let  the  school  work  just  “slip  along.”  Later,  in  business, 
these  patients,  apparently  normal,  quiet,  pleasant  individuals,  are 
successful  in  subordinate  positions  only.  But  they  gradually  sink 
more  and  more  into  themselves,  their  emotional  dulling  becomes 
more  and  more  evident,  they  become  irritable,  moody  and  dis¬ 
tinctly  asocial,  until  finally  they  become  estranged  from  every  one, 
even  their  own  families.  Nevertheless,  even  though  their  thinking 
is  quite  disorganized,  they  seldom  have  ideas  of  reference,  hal¬ 
lucinations,  or  delusions,  and  their  memory  is  well  retained. 
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Hebephrenia  (“youthful  mindedness”),  so  named  because  it 
begins  as  a  rule  earlier  in  life  than  do  the  other  types,  and  its 
symptoms  suggest  the  awkwardness  and  bashfulness  of  youth,  but 
greatly  exaggerated,  is  of  all  types  the  one  which  in  its  early 
stages  is  most  often  brought  to  the  attention  of  general  practi¬ 
tioners.  These  patients  then  are  nervous,  irritable,  and  moody; 
complain  of  headaches  or  paresthesias ;  sleep  poorly  and  dream 
much;  they  fear  diseases,  as  tuberculosis;  they  tend  to  brood  on 
obscure  topics,  and  at  school  refuse  to  take  part  in  group  ac¬ 
tivities.  They  sit  apart,  “lost  in  thought.”  Their  classmates  call 
them  “queer.”  Their  emotional  responses  are  shallow  or  incom¬ 
prehensible.  They  laugh  and  weep  without  cause  and  have  sud¬ 
den  uncalled-for  outbursts  of  temper,  during  which  they  some¬ 
times  are  dangerous.  We  see  not  a  few  of  these  patients  in  the 
colleges.  Good  students  at  first,  their  grades  suddenly  drop  mark¬ 
edly;  they  neglect  their  work,  become  restless  and  apprehensive 
about  their  physical  health.  Suddenly,  they  announce  that  they 
have  a  “philosophy  all  their  own.”  One  honor  student  said:  “I 
have  finally  discovered  the  truth  of  life”;  another,  “I  do  so  pity 
you,  for  you  are  groping  blindly  for  the  truth,  but  I  have  found 
it.” 

Later  in  the  course  of  his  disease  the  hebephrenic  patient  may 
at  times  present  also  all  of  the  features  characteristic  of  the 
catatonic  or  paranoid  types,  and  the  final  stages  of  all  are  the  same. 

Catatonic  schizophrenia  is  the  type  most  easily  recognized 
and  yet  the  one  least  often  seen;  the  one  with  the  highest  per¬ 
centage  of  “cures,”  but  also  that  which  causes  the  most  profound 
mental  deterioration.  It  is  in  the  cases  of  this  type  that  disorders 
in  muscle  tonus  are  most  severe,  automatism  and  negativism  most 
pronounced,  and  vasomotor  disturbances  unusually  prominent. 

The  catatonic  cases  begin  during  late  adolescence,  much  more 
acutely  than  do  those  of  the  other  types,  and  run  a  more  definite 
course;  first,  a  period  of  excitement,  often  extreme;  then,  one  of 
stupor;  and,  finally,  one  of  true  deterioration. 

Following  a  prodromal  period  of  hypochondriac  moodiness  and 
unrest,  the  period  of  excitement  begins  suddenly,  with  restless¬ 
ness,  talkativeness,  impulsive  acts,  marked  mannerisms,  monot¬ 
ony,  and  inaccessibility.  It  is  these  patients  especially  who  assume 
those  strange  physical  attitudes  of  catatonia  which  they  maintain 
unchanged  for  hours.  Then,  all  of  their  muscles  are  flexible  and 
their  limbs  remain  exactly  as  they  are  placed,  and  without  fatigue, 
for  a  much  longer  period  of  time  than  could  a  normal  person  vol¬ 
untarily  hold  his  (flexibilitas  cerea).  Local  spasm  of  the  muscle 
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groups  of  the  eyes  and  of  the  mouth  produces  the  ‘‘snout-face”; 
that  of  their  involuntary  muscles  explain  their  sluggish  pupil  re¬ 
flexes,  constipation,  cyanosis,  dermatographia,  etc. 

The  second  stage,  that  of  stupor,  may  come  on  abruptly.  The  patient  is 
mute,  his  face  mask-like.  He  sits  in  one  position  like  a  mummy,  his  hands 
on  his  knees  and  his  head  bowed  between  his  shoulders  and  drooling  like  an 
idiot.  He  is  insensitive  to  pain.  He  must  be  dressed  and  undressed,  must 
be  tube-fed  and  his  bladder  and  bowels  emptied  for  him.  Suddenly  and 
without  warning  this  picture  changes.  Either  a  stage  of  frenzy  begins, 
which  usually  lasts  but  for  a  few  hours  or  days,  during  which  the  patient, 
with  extraordinary  impulsiveness,  may  kill  himself  or  whomever  he  comes 
into  contact  with  ;  or  he  begins  to  talk  sensibly,  to  answer  questions,  and 
often  gives  a  detailed  account  of  everything  that  has  occurred,  and  yet  later 
he  relapses;  he  may  apparently  get  well.  If  the  disease  progresses,  the  third 
and  final  stage  is  one  of  true  deterioration. 

The  paranoid  type  of  schizophrenia  is  characterized  by  the 
presence  of  systematized  delusions,  similar  to  those  of  paranoia. 
While  delusions  are  common  to  all  forms  of  schizophrenia,  in 
this  they  are  especially  prominent.  Cases  of  this  type  usually 
develop  later  in  life  than  do  the  other  form.  They  usually  begin 
insidiously  with  the  autistic  thinking  which  soon  leads  to  feelings 
of  influence,  expressed  as  ideas  of  reference.  Hallucinations  are 
common,  and  on  these  the  patient  builds  up  a  sequence  of  delu¬ 
sions  which  may  be  of  any  type ;  persecutory,  depressive,  or  gran¬ 
diose;  but  all  of  them  changeable,  fantastic  and  illogical.  For¬ 
tunately,  the  patient  usually  reacts  to  them  weakly. 

ETIOLOGY 

Dementia  praecox  explains  27  percent  of  the  first  admissions 
to  state  hospitals.  Of  these,  3.37  percent  are  cases  of  the  simple ; 
32.47  percent,  of  the  hebephrenic;  12.48  percent,  of  the  catatonic; 
while  46.17  percent  are  of  the  paranoid  type.  The  sexes  are 
about  equally  affected.  One  cannot  correlate  the  schizoid  tem¬ 
perament  with  any  type  of  body  habitus,  nor  with  any  endocrine 
troubles,  although  all  have  been  blamed. 

We  well  remember  two  young  surgeons  who  made  such  strenuous  rival 
claims  for  the  discovery  of  thyroidectomy  as  a  “cure”  for  dementia  praecox 
that  their  State  Medical  Society  appointed  a  committee  to  determine  to  which 
of  them  belonged  the  credit.  Before  the  decision  was  made,  however,  neither 
desired  that  honor. 

Schizophrenia  has  been  attributed  to  various  focal  infections, 
as  those  of  the  teeth,  tonsils,  genital  tract,  but  of  the  gastro¬ 
intestinal  tract  especially.  The  treatment  of  each  of  these  various 
conditions  certainly  has  been  followed  by  excellent  temporary  re- 
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suits,  probably  because  of  the  personal  attention  which  each  made 
necessary.  Masturbation  is  not  an  etiological  factor  in  this  con¬ 
dition,  although  it  is  often  practiced  by  these  patients  (page  235). 

Since  approximately  50  to  60  percent  of  all  patients  with  schizo¬ 
phrenia  have  a  family  record  of  some  mental  illness,  though  not 
necessarily  of  dementia  praecox,  heredity  does  seem  to  be  an 
important  factor  in  its  etiology. 

The  importance  in  etiology  of  some  injury  to  the  germ  plasm  was  sug¬ 
gested  by  the  cases  of  true  twins,  women  about  thirty  years  of  age,  who  had 
married  and  lived  apart  in  different  counties,  and  yet  were  admitted  to  the 
same  hospital  during  the  same  year  and  with  the  same  type  (catatonic)  of 
schizophrenia. 

Though  much  would  suggest  that  this  disease  is  the  result  of 
certain  unfortunate  mental  habits  detectable  in  childhood,  and 
which,  therefore,  should  in  some  degree  be  preventable,  yet  it 
has  not  yet  been  proved  that  even  the  best  of  reeducational  treat¬ 
ment  has  ever  actually  overcome  a  definite  schizophrenic  trend. 

PROGNOSIS 

In  general,  the  more  obvious  the  exogenous  factors  (as  war) 
apparently  responsible  for  the  psychosis,  the  better  the  patient’s 
chances  for  improvement.  Nevertheless,  such  factors  may  merely 
have  released  latent  schizophrenic  trends.  Also,  the  better 
equipped  mentally  and  emotionally  the  patient  was  before  the  onset 
of  his  schizophrenia,  and  the  more  acutely  this  began,  the  better 
is  the  prognosis. 

The  great  majority  of  patients  who  become  definitely  schizo¬ 
phrenic  will  require  hospitalization.  Some  patients  seem  to  re¬ 
cover,  but  it  is  only  in  part,  for  they  are  never  as  capable  as  before. 

For  illustration,  one  brilliant  young  university  teacher  of  splendid  promise, 
after  a  schizophrenic  illness  which  required  hospitalization,  later  could  hold 
no  better  position  than  that  of  office  clerk. 

Dementia  praecox  does  not  tend  to  shorten  life;  also,  few  of 
these  patients  can  ever  be  discharged  from  hospitals  for  the  insane 
as  cured.  These  are  the  two  reasons  why  schizophrenics  make  up 
so  large  a  percentage  of  the  total  asylum  population.  The  major¬ 
ity  of  them,  unless  the  victims  of  terminal  infectious  disease, 
reach  the  stage  of  true  dementia. 
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DIAGNOSIS 

Of  greatest  importance  in  the  diagnosis  of  schizophrenia  are  the 
marked  contradictions  between  the  patient’s  moods  and  actions, 
and  the  fact  that  he  makes  no  effort  to  correct  them.  One  should 
eliminate  the  presence  of  any  organic  diseases  which  might  lead 
to  mood  oscillation,  and  should  avoid  confusion  by  cases  of  in¬ 
volutional  melancholia  colored  by  catatonic  signs.  The  principal 
psychosis  from  which  dementia  praecox  must  be  differentiated  is 
the  manic-depressive,  which  also  is  characterized  by  excitement, 
depression,  and  stupor.  The  schizophrenic  patient,  however,  only 
appears  to  be  depressed ;  he  is  quite  content  and  wishes  merely  to 
be  let  alone;  while  the  manic-depressive  not  only  looks  sad,  but 
feels  utterly  wretched.  The  periods  of  excitement  of  the  manic- 
depressive  patient  are  times  of  great  happiness,  and  his  flight  of 
ideas  has  a  rich  intellectual  content.  Those  of  the  schizophrenic 
patient,  on  the  contrary,  are  characterized  usually  by  a  blind  and 
dangerous  impulsiveness,  his  moods  are  poorly  sustained,  and  the 
intellectual  life  associated  with  them  is  characterized  by  a  poverty 
of  ideas.  Hallucinations,  rare  in  the  manic-depressive  psychoses, 
are  common  in  schizophrenia.  The  delusions  of  both  superficially 
are  similar,  but  those  of  the  manic-depressive  patient  have  a  co¬ 
herence  and  appropriateness  which  expresses  a  definite  mood, 
which  those  of  the  schizophrenic  have  not. 

TREATMENT 

The  treatment  of  schizophrenia  theoretically  should  be  pre¬ 
ventive  rather  than  curative,  and  yet  the  value  of  even  the  most 
careful  prophylactic  measures  is  yet  to  be  proved.  Nevertheless, 
all  children  with  bad  mental  habits  should  receive  early  treatment, 
for  in  this  way  we  are  bound  to  save  a  few  of  them  from  some 
later  minor  or  major  psychosis.  The  family  physician,  therefore, 
should  refer  at  once  to  the  psychiatrist  all  children  who  show 
tantrums,  strange  and  bizarre  conduct,  or  misdemeanors  and 
oddities  which  reproof  and  punishment  fail  to  correct.  Later,  in 
school,  all  “singular”  children  should  be  encouraged  to  take  part 
in  group  work  and  play  and  in  nature  studies.  The  child  who 
tends  to  day-dreaming  should  be  “exteriorized”  by  encourage¬ 
ment,  stimulation  and  explanation.  The  shy,  sensitive  child,  who 
suffers  from  difficulties  in  his  instinctive  life,  should  be  encour¬ 
aged  to  talk  them  over  freely,  and  should  be  urged  to  meet  his 
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problems  instead  of  dodging  them.  Vocational  guidance  will  aid 
in  finding  the  right  work  for  many  of  these  children. 

Over  one  hundred  hours  of  psychotherapy  of  the  best  quality 
has  led  to  great  improvement  in  few  well-developed  cases,  but 
some  of  these  later  relapsed. 

The  institutional  case  of  these  patients,  a  problem  by  itself, 
needs  no  discussion  here;  but  after  improvement  has  definitely 
begun  it  often  is  better  that  the  patient  return  home  with  a  trained 
attendant,  since  the  more  varied  life  he  will  live  there  will  tend 
to  prevent  him  from  drifting  into  those  set  habits  which  institu¬ 
tional  regime  unintentionally  fosters.  Wherever  he  is,  however, 
it  is  the  amount  of  personal  interest  and  attention  which  he  re¬ 
ceives,  combined  with  the  influence  of  a  quiet,  simple  life,  which 
will  help  him  most. 
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THE  PARANOID  PATIENT 

Of  cases  of  “paranoia  vera”  doctors  see  but  few,  since  not  only 
are  they  few  in  number,  but  not  many  of  these  suffer  from  phys¬ 
ical  manifestations  attributable  to,  or  which  are  substitutions  for, 
their  mental  difficulties.  Those  of  them  who  suffer  from  the 
ordinary  physical  diseases  should  be  handled  with  care,  for  no 
matter  how  well  we  may  treat  them,  they  may  consider  themselves 
to  have  been  ill-used. 

A  well-marked  case  of  paranoia  vera,  however,  may,  as  one 
evidence  of  improvement,  focus  his  emotional  interest  on  some 
substituted  physical  symptom. 

Mr.  K.,  sixty-two  years  of  age,  came  complaining  of  an  intense  burning 
of  the  skin  covering  the  groin  and  perineum,  and  of  developing  impotence. 
These  symptoms  had  been  present  but  ten  months.  The  burning  came  on  in 
waves  which  lasted  but  a  few  hours,  but  never  at  night  (when  at  home?). 
He  noticed  that  this  paresthesia  was  always  preceded  by  a  brief  period  of 
restlessness  and  nervousness. 

He  was  foreman  in  a  factory,  highly  prized  because  of  his  skill  and  re¬ 
sourcefulness.  Personally  he  was  prompt,  aggressive,  egotistical,  a  clear 
thinker  about  matters  in  general,  but  much  too  positive  in  all  of  his  opinions. 
He  had  never  had  nervous  symptoms  noticed  by  others. 

Physical  examination  developed  absolutely  nothing  which  could  account 
for  this  paresthesia.  Later,  it  developed  that  during  his  thirty-eight  years 
of  married  life  he  had  always,  and  without  just  grounds,  doubted  his  wife’s 
faithfulness  to  him.  He  had  frequently  accused  her;  had  insisted  he  was 
not  the  father  of  their  last  child;  recently  he  had  not  been  willing  to  eat 
alone  with  her  for  fear  of  poison ;  had  never  allowed  her  to  go  out  alone 
evenings ;  had  accused  her  of  giving  him  dope  at  night  in  order  that  she 
might  slip  away  unobserved ;  is  said  to  have  bought  a  pistol  with  a  view  of 
“getting  the  other  man,”  a  neighbor  and  former  friend.  During  the  past 
year  his  two  children,  now  of  age,  have  talked  to  him  rather  severely.  Ten 
months  ago  the  paresthesia  complained  of  began;  also,  impotence. 

As  a  result  of  systematic  psychotherapy  this  burning  practically  disap¬ 
peared,  except  for  one  severe  attack  following  his  visit  with  his  wife  to  a 
“movie”  theater  to  see  a  picture  the  plot  of  which  unfortunately  involved 
matrimonial  infidelity.  He  agreed  that  his  suspicions  concerning  his  wife 
probably  were  delusions,  although,  he  said,  to  him  they  appeared  unques¬ 
tionably  true.  That  this  is  paranoia  vera  is  likely  from  the  long  continuance 
of  the  delusion,  its  logical  quality,  and  the  absence  of  other  disturbances  in 
the  patient’s  emotional  life.  We  believe  the  paresthesia  to  be  a  substitu¬ 
tion  phenomenon  of  improvement. 

General  practitioners  should  take  special  note  of  the  children  in 
the  families  he  visits,  and  especially  of  those  who  are  sensitive, 
obstinate  and  egotistical,  for  such  features  form  the  background 
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of  paranoia.  He  should  suspect  paranoia  in  adult  psychopathic 
patients  who  are  sensitive  and  suspicious,  who  display  an  exag¬ 
gerated  ego,  pride,  and  irritability,  who  give  evidence  of  rash  and 
twisted  reasoning,  who  occasionally  act  violently,  and  especially 
if  they  are  convinced  that  they  were  born  for  some  special  mission, 
and  who  long  for  big  and  lofty  achievements. 

Treatment. — The  treatment  of  well-developed  paranoia  is  so 
very  unsatisfactory  that  the  majority  of  these  patients  must  be 
committed  to  suitable  mental  hospitals,  since  it  is  only  in  a  quiet 
and  controlled  environment  that  a  thorough  study  of  the  patient’s 
life  history  may  be  made,  and,  thanks  to  the  many  opportunities 
there  afforded,  his  confidence  possibly  won.  Then  the  physicians 
by  explanation  and  persuasion  may  help  the  patient  again  to  be 
a  useful  if  not  a  perfectly  normal  member  of  society.  However, 
the  well-marked  cases  “for  which  anything  like  complete  thera¬ 
peutic  success  has  been  claimed  with  a  show  of  justification  do 
not  number  more  than  half  a  dozen  in  the  whole  literature.” 

Paranoid  states,  conditions,  and  trends  (but  not  evidence 
of  paranoia  vera)  are  of  great  medical  importance.  They  may  be 
part  of  almost  any  psychosis,  of  the  alcoholic  especially,  in  which 
they  often  seem  to  have  a  sexual  basis ;  of  all  forms  of  dementia 
praecox,  but  particularly  of  the  paranoid  type ;  of  certain  epileptic 
states  in  which  suspiciousness  is  a  prominent  symptom ;  and  of 
cases  of  psychopathic  personality.  A  paranoid  trend  develops  also 
in  the  posttraumatic  psychoses  (page  310)  ;  in  senile  dementias 
(page  433)  ;  in  the  toxic  psychoses  (page  190)  ;  in  manic-depres¬ 
sive  states  (page  406)  ;  in  the  psychoneuroses;  and  in  association 
with  mental  defectiveness.  Women  of  middle  life  may  have 
paranoid  delusions  based  on  some  disagreeable  past  experience 
which  later  becomes  the  sole  topic  of  their  abnormal  trend  of  ideas. 
These  paranoid  individuals  differ  from  those  with  paranoia  vera, 
since  their  delusional  ideas  are  developed  on  a  comparatively  low 
intellectual  and  emotional  level,  are  vague,  illogical,  and  poorly 
systematized. 

This  group  was  well  illustrated  by  a  recent  case,  that  of  a  man  thirty- 
eight  years  old,  who  was  admitted  to  the  medical  ward  begging  that  his 
appendix  be  removed,  although  no  trouble  with  it  could  be  demonstrated. 
When  we  presented  him  before  the  senior  medical  class  he  affirmed  in  the 
most  positive  manner  that  in  any  crowd  of  strangers  he  could  at  a  glance 
pick  out  those  who  were  personally  hostile  to  him.  He  believed  that  a  cer¬ 
tain  woman  in  the  hospital,  a  stranger  to  him,  was  using  her  influence 
against  the  operation  he  desired.  His  illogical  thought  processes  were  well 
demonstrated  in  one  letter  which  he  wrote  to  her  while  in  the  hospital,  in 
which  he  accused  her  of  preventing  his  operation,  suggested  that  she  marry 
him,  stated  that  he  was  impotent,  and  threatened  her  life. 


CHAPTER  XXX 


POSTTRAUMATIC  PSYCHOSES— INVOLUTIONAL, 
DEGENERATIVE,  AND  DEFECTIVE  CONDI¬ 
TIONS 

POSTTRAUMATIC  PSYCHOSES 

Psychoneuroses  frequently  develop  following  injuries  to  any  part 
of  the  body,  including  the  cranium  (page  307),  but  posttraumatic 
psychoses  are  the  direct  results  of  about  0.15  percent  of  those  acci¬ 
dents  which  injure  the  brain  substance  itself.  One  illustration 
of  this  is  “punch  drunk”  of  prize  fighters. 

The  brain  lesions  found  in  these  cases  include  foci  of  degeneration  in 
which  scar  tissue  later  develops;  scattered  minute  hemorrhages;  edema; 
and  diffuse  nerve  tissue  changes  at  a  distance  from  the  local  injury. 

Little  or  no  relationship  can  be  found  between  the  site  of  the 
brain  lesion  and  the  character  of  the  mental  symptoms  which  re¬ 
sult.  Certainly  the  frontal  lobes  need  not  be  especially  involved. 
In  connection  with  these  psychoses  one  usually  can  demonstrate 
focal  neurological  signs.1 

The  features  of  these  psychoses  are:  psychic  depression,  diffi¬ 
culty  in  concentration,  a  loss  of  memory,  and  a  progressive  reduc¬ 
tion  in  physical  and  mental  working  capacities.  The  most  char¬ 
acteristic  feature  of  them  all,  however,  is  that  the  patient  avoids 
all  pleasant,  as  well  as  unpleasant,  activities.  Insight  is  undis¬ 
turbed.  There  often  is  a  definite  change  in  personality  in  the 
direction  of  restlessness,  insubordination,  fabrication,  a  lack  of 
conscientiousness.  The  patient  becomes  morally  less  responsible, 
obscene,  profane  and  sometimes  violent.2  Some  have  dream-like 
states  or  even  show  a  complete  misinterpretation  of  the  environ¬ 
ment.  Some  have  convulsions. 

Treatment. — Each  patient  who  receives  any  severe  cerebral  in¬ 
jury  should  at  once  be  put  on  Fay’s  dehydration  therapy  (page 
401),  lumbar  puncture  should  be  repeated  each  day  or  two,  and 
glucose  given  intravenously.3  An  early  decompression  at  least 
is  in  all  cases  indicated,  while  if  the  location  of  the  trauma  is 
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known,  this  region  should  at  once  be  well  exposed  in  the  hope  of 
finding  a  depressed  fracture  or  a  meningeal  blood  clot. 

CEREBRAL  ARTERIOSCLEROSIS 

Cerebral  arteriosclerosis  usually  develops  after  fifty  years  of 
age.  This  condition  explains  many  of  the  symptoms  of  post¬ 
apoplectic  conditions,  usually  ascribed  to  the  local  brain  injury 
by  the  hemorrhage,  and  many  of  those  of  senility.  Among  its 
alleged  causes  are:  hard  mental  work;  chronic  infections,  but 
seldom  syphilis;  worry;  alcohol;  overeating.  Many  of  these  pa¬ 
tients  would  seem  to  belong  to  families  with  a  tendency  to  early 
arterial  degeneration.  Cerebral  arteriosclerosis  may  be  part  of 
a  general  arteriosclerosis.  The  particular  involvement  of  the 
cerebral  vessels,  formerly  ascribed  to  lues,  is  believed  to  be  the 
result  of  the  wear  and  tear  of  Western  life  (constitutional  in¬ 
feriority). 

Spontaneous  nose  bleed  is  sometimes  the  first  evidence  of  cere¬ 
bral  arteriosclerosis,  and  may  precede,  even  by  years,  all  other 
symptoms.  While  a  few  patients  with  this  condition  develop 
mental  symptoms,  yet  most  patients  merely  find  that  tasks  for¬ 
merly  easy  become  more  and  more  difficult,  that  they  tire  more 
readily,  have  less  initiative,  and  are  duller  in  comprehension. 
Headache,  dizziness,  tinnitus,  paresthesias,  especially  of  the  lower 
extremities,  a  tottering  gait,  tremulous  hands,  small  and  sluggish 
pupils,  and  active  knee-kicks  often  appear  early.  Their  memory 
fails,  first  for  names ;  later,  memory  gaps  appear  which  are  filled 
by  confabulations.  Personality,  however,  is  fairly  well  preserved, 
insight  usually  is  good,  but  the  patient  becomes  careless  and  slov¬ 
enly.  These  cases  usually  present  localizing  symptoms  due  to  the 
special  involvement  of  some  one  vessel  or  vessels.  The  spells  of 
spasmodic  laughing  and  crying,  sometimes  seen  in  cases  of  cere¬ 
bral  arteriosclerosis,  and  especially  in  the  form  known  as  pseudo¬ 
bulbar  paralysis,  suggest  special  involvements  of  the  basal  nuclei. 

The  mental  features  of  this  disease  often  date  from  an  apo¬ 
plectic  seizure,  which  may  have  been  minor  in  type.  The  patient 
is  sleepless  and  restless,  both  day  and  night.  Emotional  instability 
is  present  from  the  first;  he  weeps  and  laughs  easily,  is  irritable 
and  easily  angered,  becomes  apprehensive  or  suspicious,  and  some¬ 
times  is  insanely  jealous,  with  episodes  of  violence  the  result. 
Temporary  periods  of  clouded  consciousness  with  disorientation 
are  common. 
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Epileptiform  attacks  and  transitory  hemiplegias  sometimes  are 
conspicuous  features,  especially  in  cases  associated  with  alcohol¬ 
ism.  Finally,  more  serious  focal  lesions,  causing  aphasia,  apraxia, 
paralysis,  hemianopsia,  etc.,  add  their  disabilities  to  the  picture, 
and  the  patient  becomes  mentally  and  physically  more  and  more 
helpless. 

Change  in  the  fundus  vessels  of  the  eye  are  not  always  con¬ 
spicuous  in  these  cases.  The  blood  pressure  may,  or  may  not,  be 
elevated.  Often  there  is  an  associated  interstitial  nephritis  with 
slight  albuminuria,  and  sometimes  glycosuria.  Infarctions  of 
various  organs  may  develop.  The  cerebrospinal  fluid  may  show  a 
slight  increase  in  its  globulin  and  cell  count. 

At  autopsy,  in  addition  to  the  vascular  changes,  one  finds  thickening  of 
the  meninges,  some  general  brain  atrophy,  fresh  cerebral  hemorrhages,  cyst 
formations  (lacunae),  and  dilatation  of  the  ventricles. 

Microscopically,  three  types  of  cerebral  arterial  degenerative  changes  are 
recognized.  First,  atheroma  with  plaque  formation,  held  responsible  for  the 
gross  cerebral  lesions  present.  Second,  colloid-calcareous  infiltration  of  the 
media  of  the  vessels,  with  progressive  proliferation  of  the  intima,  which,  un¬ 
less  the  vessels  rupture,  as  they  often  do,  finally  obliterates  them,  producing 
small,  multiple  infarctions.  This  is  the  form  of  the  disease  which  often 
affects  the  medulla.  And,  third,  an  arteriocapillary  fibrosis  which  produces 
a  uniform  thickening  of  the  walls  of  the  finer  vessels  especially,  with  gen¬ 
eral  brain-atrophy  the  result.  Patients  with  this  last  have  few  if  any  physi¬ 
cal  signs,  but  develop  especially  the  mental  symptoms  of  senile  dementia. 

The  prognosis  in  cerebral  arteriosclerosis  is,  as  a  rule,  very 
poor ;  yet  it  is  surprising  how  completely  the  patient  recovers  from 
his  earlier  mental  disturbances  and  cerebral  accidents.  Such  im¬ 
provement  is,  however,  usually  transitory ;  later,  permanent  paral¬ 
yses,  etc.,  often  develop. 

The  treatment  of  cerebral  arteriosclerosis  is  in  general  symp¬ 
tomatic.  If,  however,  there  is  any  evidence  that  the  patient  has 
had  syphilis,  he  should  receive  thorough  antiluetic  treatment;  but 
not  by  the  intravenous  route.  If  the  cerebral  vascular  condition 
is  part  of  a  general  arteriosclerosis,  the  heart  and  kidneys  doubt¬ 
less  also  will  be  involved.  If  so,  one  gives  digitalis,  two  grains 
of  the  powdered  leaf  each  night;  caffeine;  and  morphine  for  the 
shortness  of  breath,  insomnia,  and  cardalgias.  In  view  of  the 
renal  condition  usually  present,  the  diet  should  consist  of  milk, 
fruit  juices,  and  cereals.  Eggs  and  meat  are  allowed  in  great 
moderation,  but  purin-rich  foods  and  vegetables  rich  in  heavy 
minerals  and  salt  are  to  be  forbidden.  The  bowels  should  be  kept 
freely  open  by  the  aid  of  salines,  and  the  skin  should  receive  care¬ 
ful  attention,  but  not  by  sweat  baths. 

Some  of  the  patients  with  cerebral  arteriosclerosis  can,  with 
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the  aid  of  an  attendant,  be  cared  for  at  home;  many,  however, 
must  be  committed  to  mental  hospitals. 

SENILITY 

Mental  senility  of  a  grade  and  quality  sufficient  to  require  med¬ 
ical  attention  is  seldom  a  feature  of  old  age;  yet  in  some  indi¬ 
viduals,  and  indeed  in  many  members  of  the  same  families,  evi¬ 
dences  of  it  appear  unusually  early  and  are  even  serious.  The 
first  of  these  usually  are  memory  defects,  which  at  first  affect 
recent  events  especially,  but  which  later  become  more  diffuse,  but 
with  the  gaps  filled  in  by  fabrications.  The  feature  characteristic 
of  senility,  however,  is  that  the  patient’s  interest  becomes  progres¬ 
sively  narrower ;  he  loses  interest  in  others  and  thinks  only  of  him¬ 
self  ;  his  thought-processes  become  more  and  more  sluggish ;  his 
comprehension  becomes  less  elastic;  he  sticks  to  one  idea  obsti¬ 
nately. 

Patients  whose  senility  leads  to  more  active  psychic  manifesta¬ 
tions  complain  of  headache  and  dizziness ;  their  attention  is  poorly 
sustained;  their  orientation  of  time,  place,  and  person  is  dis¬ 
turbed,  at  first  only  at  night  or  on  waking  but,  later,  constantly 
throughout  the  day;  often  they  are  apathetic  and  irritable. 

Periods  of  senile  delirium  may  develop,  which  sometimes  are 
temporary,  during  which  insomnia  is  very  difficult  to  control ;  the 
patient  often  wanders  about  and  easily  gets  lost;  an  early  tran¬ 
sitory  increase  in  the  sex  desire  may  lead  to  perversions.  The 
chief  danger  in  these  cases  is  from  exhaustion.  Sometimes  well- 
defined  psychoses  develop,  which  are  characterized  by  fantastic 
(this  point  is  important  in  diagnosis)  delusions  of  grandeur  or  of 
wealth,  and  hallucinations,  especially  of  hearing;  their  failing 
memory  leads  them  to  become  suspicious  of  others;  they  may 
become  very  paranoid,  and  accuse  those  around  them  of  trying 
to  poison  them.  There  is  considerable  variation  in  the  intensity 
of  all  these  symptoms. 

The  early  physical  signs  of  mental  senility  are  loss  of  weight 
and  senile  changes  of  the  skin.  Later,  come  shuffling  gait 
(“marche  a  petits  pas”),  a  tremor  of  the  hands  and  head,  difficult 
speech,  and  tremulous  handwriting.  These  patients  may  have 
epileptiform  and  apoplectiform  attacks,  at  first  transitory,  but 
later  leaving  permanent  aphasias  and  motor  or  sensory  (par- 
esthetic)  paralyses.  In  the  production  of  these,  arteriosclerosis 
is  important  (page  431).  In  the  latter  stages  of  the  condition, 
there  is  loss  of  bladder  and  bowel  control. 
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Morbid  Anatomy. — The  meninges  are  thickened  and  sometimes  are  ad¬ 
herent,  especially  over  the  temporal  and  frontal  lobes ;  the  convolutions  are 
shrunken,  especially  in  the  frontal  area;  the  ventricles  are  dilated;  an  hem¬ 
orrhagic  pachymeningitis  is  fairly  common.  Cerebral  arteriosclerosis  (page 
431)  also  usually  is  present,  but  not  in  grades  sufficient  to  explain  the  men¬ 
tal  changes.  Microscopically,  there  is  atrophy  of,  and  a  diminution  in,  the 
number  of  the  cortical  nerve  cells,  with  a  compensatory  increase  of  the 
neuroglia;  a  very  striking  increase  in  the  lipoid  substance  within  them,  and 
a  diminution  in  the  number  of  their  tangential  fibers.  Fischer’s  “plaques” 
(conglomerate  masses  of  neural  and  glial  elements,  found  especially  in  the 
superficial  cortical  layers  and  in  the  optic  thalamus)  are  present  in  prac¬ 
tically  every  senile  brain,  but  especially  in  that  of  those  with  psychoses. 

Treatment. — Senile  patients,  except  those  with  acute  episodic 
deliria  with  ideas  of  persecution,  should  as  long  as  possible  be 
treated  under  home  conditions.  Close  supervision,  however,  is 
necessary  since  they  are  liable  to  fall  and  to  wander  away  from 
home.  During  the  depressed  states  there  is  danger  of  suicide. 
They  should  be  warmly  clothed  both  day  and  night;  should  re¬ 
ceive  food  which  is  simple,  easily  masticated,  and  served  in  small 
amounts,  the  principal  meal  at  noon;  their  bowels  and  bladder 
functions  should  receive  careful  attention.  The  insomnia,  if  of 
the  quiet  type,  can  often  be  relieved  by  simple  remedies  (page 
227),  but  if  great  restlessness  is  present,  a  little  opium  (tinct. 
opii.  M  v.,)  is  justified. 

Presbyophrenia  is  similar  to  senile  dementia,  but  begins  much  earlier.  It 
resembles  also  Korsakow’s  psychosis  in  that  a  defect  of  memory  with  con¬ 
fabulation  and  much  disorientation  is  present.  These  patients  comprehend 
what  is  happening  around  them,  but  not  their  own  relationship  to  these 
events ;  they  have  no  insight  into  their  condition ;  are  restless,  busying  them¬ 
selves  in  a  diffuse  way,  but  never  finishing  anything. 

The  clinical  picture  of  Alzheimer’s  disease  is  that  of  presbyophrenia, 
with,  in  addition,  focal  signs  of  central  nervous  lesions,  of  which  no  evidence 
can  be  found  at  autopsy.  Delirious  episodes,  constant  restlessness,  and  loss 
of  sphincter  control  without  paraplegia  have  been  noted  in  some  cases. 
Convulsions  are  unusual,  except  in  the  terminal  stage,  in  which  also  paralysis 
and  contractures  may  become  widespread  and  extreme.  Anatomically,  there 
is  widespread  disappearance  of  the  cortical  nerve  cells,  in  the  place  of  which 
are  the  tangled  masses  of  their  intracellular  neurofibrils. 


THE  INTELLECTUALLY  DEFECTIVE  PATIENT 

The  term  “mental  defectiveness,,,  exclusive  of  those  cases 
which  develop  as  the  result  of  known  brain  diseases  or  injuries 
in  persons  previously  normal,  is  used  of  any  intellectual  defect 
that  has  existed  from  birth,  or  at  least  early  childhood,  yet  for 
which  no  cause  can  be  assigned.  Such  mental  deficiency  may  be 
the  result  of  a  defect  residing  in  the  germ  plasma  (“primary 
amentia”),  or  follow  an  unrecognized  intrauterine  disease,  or  a 
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birth  injury,  or  some  disease  of  early  childhood  (“secondary 
amentia”  ) . 

Parents  often  ask  their  doctors  if  the  backwardness  of  their  child  may 
not  be  due  merely  to  “slowness  of  development.”  If  the  child  has  suffered 
from  some  chronic  disease,  as  hookworm  infection  or  pancreatic  deficiency, 
this  may  be  true.  Retardation  which  later  corrected  itself  was  frequently 
observed  by  Stiles  among  the  hookworm  families  of  the  South.  As  a  rule, 
however,  the  child  who  cannot  advance  beyond  the  third  grade  of  school 
will  prove  to  be  permanently  feebleminded. 

Idiots  and  imbeciles  interest  us  but  little.  The  high-grade 
feebleminded,  however,  do,  and  especially  those  whose  mental  age 
ranges  from  ten  to  twelve  years.  These  higher  level  morons  are 
capable  of  acquiring  considerable  manual  dexterity,  but  are  un¬ 
stable  in  their  aims,  shifting  about  from  place  to  place  and  from 
one  job  to  another.  They  lack  ordinary  judgment  and  discrim¬ 
ination  and  require  the  supervision  of  a  guardian.  Criminality 
is  common  among  them,  both  on  their  own  initiative,  in  which 
case  their  offenses  are  petty  or  violent,  or  because,  since  very 
suggestible,  they  easily  become  the  dupes  of  others.  Among  the 
feebleminded  are  the  “idiots  savants,”  who  show  exceptional  ac¬ 
complishments  along  some  one  special  line,  as  in  music,  or  an 
ability  to  remember  dates,  to  add  quickly  columns  of  figures,  etc. 

The  mental  defective  is  particularly  liable  to  all  types  of  psy¬ 
choses,  which  he  develops  easily  and  from  which  he  recovers 
rapidly. 

Mothers  cling  to  their  feebleminded  children  with  a  passion 
which  leads  to  the  sacrifice  of  their  more  normal  children.  For 
the  sake  of  the  latter,  as  well  as  for  the  good  of  the  feeble¬ 
minded  child  himself,  he  should  early  be  committed  to  a  proper 
school  or  colony;  for  in  such  environment  he  will,  as  a  rule,  be 
much  happier,  his  brothers  and  sisters  will  be  spared  a  disastrous 
inferiority  complex,  and  the  family  will  avoid  the  tragedies,  dis¬ 
graces,  and  crimes  of  which  many  of  these  morons,  when  adults, 
are  responsible. 

Cretinism.  Infantile  Myxedema. — Endemic  cretinism, 
which  should  be  sharply  distinguished  from  “sporadic  cretinism,” 
“infantile  myxedema,”  “congenital  hypothyroidism,”  “athyroid- 
ism,”  etc.,  is  a  condition  of  congenital  defectiveness  of  the  child 
which  results  from  the  inability  of  the  mother  to  provide  the  fetus 
with  sufficient  of  the  thyroid  and  related  hormones  to  aid  in  its 
prenatal  development.  The  true  cretin  is  from  birth  an  incurable 
feebleminded  dwarf.  Some  of  them  are  idiots  and  others  are 
morons  with  some  aptitude  at  learning  a  trade.  They  seldom  are 
typically  myxedematous,  or  even  myxedematous  at  all ;  many  have 
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a  congenital  goiter;  others  are  congenitally  deaf  because  of  the 
failure  of  development  of  the  inner  ears.  They  improve  little  if 
any  on  thyroid  treatment. 

True  cretinism  develops  only  in  the  families  of  those  who  for 
more  than  two  generations  have  lived  in  a  goiterous  (iodine-poor) 
district,  as  Switzerland  and  various  parts  of  Italy  and  France. 
We  have  never  seen  a  cretin  in  America,  although  many  cases  of 
infantile  myxedema  have  been  reported  as  such. 

The  child  with  infantile  myxedema  (sporadic  cretinism,  or 
athyroidism),  on  the  other  hand,  owes  his  condition  to  the  defec¬ 
tive  functioning  of  his  own  thyroid  gland,  due  to  conditions  which 
may  be  congenital  or  which  date  from  early  infancy.  The  cause 
of  his  thyroid  inadequacy  may  be  the  defective  development  of 
this  gland,  as  in  the  cases  of  athyroidism,  or  the  gland  may  have 
early  been  injured  by  some  local  or  general  disease,  as  in  infec¬ 
tious  fever. 

These  infants,  thanks  to  the  adequate  amount  of  the  thyroid 
hormone  in  their  mother's  blood  and,  later,  milk,  may  at  birth 
and  during  lactation  appear  quite  normal.  After  they  are  weaned, 
however,  the  effect  of  their  own  thyroid  deficiency  becomes  appar¬ 
ent.  In  a  few  cases  the  myxedema  develops  much  later  in  child¬ 
hood  (“juvenile  myxedema,,).  The  infant  becomes  dull  and 
stupid-looking ;  his  body  is  dwarfed ;  the  head  large,  with  anterior 
fontanelles  which  remain  open  until  adult  life.  The  hair  is 
scanty,  the  eyes  half-shut,  the  eyelids  swollen.  He  has  a  “pug” 
nose,  lips  which  are  thick  and  protruding,  and  a  large  tongue 
which  hangs  out  of  the  mouth.  Dentition  is  delayed ;  the  skin  is 
dry;  supraclavicular  pads  usually  are  present.  The  limbs  are 
short  and  pudgy;  the  muscular  movements  are  uncoordinated,  so 
that  walking  is  clumsy,  or  even  impossible.  The  abdomen  is  pro¬ 
tuberant,  with  an  umbilical  hernia  often  present,  and  the  signs  of 
puberty  fail  to  appear.  X-ray  films  show  defective  and  delayed 
ossification  of  the  long  bones. 

The  degree  of  mental  defect  of  such  cases  varies  from  idiocy 
to  feeblemindedness.  Usually  these  patients  are  placid,  harmless, 
good-humored  individuals,  easily  pleased  and  not  difficult  to 
manage. 

The  effect  on  children  with  infantile  and  juvenile  myxedema  of 
treatment  with  thyroid  extract,  if  it  is  begun  early,  often  seems 
miraculous.  It  is  wise  to  start  with  a  small  dose  (i  grain  three 
times  daily)  and  to  increase  this  until  the  physiological  results 
are  obtained.  Such  treatment  should  of  course  be  continued 
throughout  life. 
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Mongolism. — The  Mongolism,  Kalmuc,  or  Tartar  type  of 
mental  defectiveness  presents  certain  fairly  characteristic  fea¬ 
tures:  a  small,  rounded  and  markedly  brachycephalic  skull;  flat 
face  and  flat  occiput;  palpebral  fissures  which  are  oblique,  nar¬ 
row  and  slit-like  (other  eye  abnormalities  also  are  common,  as 
ectropion,  strabismus,  cataract,  etc.)  ;  and  often  a  large  tongue 
with  hypertrophied  papillae  and  transverse  fissures  (these  last 
features,  however,  are  neither  constant  nor  characteristic).  In 
addition,  the  hair  is  generally  scanty  and  dry;  the  mouth  is  held 
slightly  open ;  the  articular  ligaments  are  very  lax,  giving  a  greatly 
increased  mobility  to  the  fingers  and  toes ;  the  terminal  phalanges 
are  atrophied ;  the  middle  phalanx  of  the  little  finger  is  shortened ; 
circulatory  abnormalities  are  common,  as  blueness  and  coldness  of 
the  extremities  and  a  susceptibility  to  chilblains.  The  majority 
of  these  patients  are  idiots  or  imbeciles,  but  some  are  morons  who 
are  very  good-natured,  easily  amused,  and  so  imitative  that  they 
may  appear  bright. 

While  the  name  “Mongolian”  refers  especially  to  their  slanting 
eyes,  yet  the  physiognomy  of  the  Mongolian  imbecile  is  so  distinc¬ 
tive  that  it  can  be  recognized  even  in  those  of  the  Mongolian 
races. 

The  cause  of  this  form  of  idiocy  is  still  unknown.  The  cere¬ 
brospinal  fluid  of  these  cases  often  does,  however,  precipitate  col¬ 
loidal  gold  in  the  syphilitic  zone. 

The  brain  of  the  Mongolian  idiot  is  usually  smaller,  and  its  convolutions 
simpler,  than  normal.  The  cerebellum  and  brain  stem  are  usually  under¬ 
developed.  The  pyramidal  cells  of  the  cortex  are  fewer  than  normal  in 
number. 

Hydrocephalus. — The  hydrocephalic  head  is  too  large  in  all 
directions,  is  dolichocephalic  in  shape,  the  skull  bones  are  widely 
separated,  the  frontal  and  parietal  bosses  are  prominent.  The 
veins  of  the  forehead  stand  out  prominently.  The  face  is  so  small 
in  proportion  to  the  cranium  that  it  looks  tiny.  Because  of  the 
projecting  forehead,  the  eyes  look  downward.  With  hydro¬ 
cephalus  are  often  associated  other  abnormalities  also,  as  spina 
bifida,  harelip,  etc. 

The  cerebrum  in  internal  hydrocephalus  is  so  distended  by  the 
excessive  quantity  of  cerebrospinal  fluid  within  its  ventricles  that 
the  cortical  convolutions  may  be  even  entirely  obliterated.  Never¬ 
theless,  even  in  such  cases  the  intellect  may  not  be  impaired.  The 
majority  of  these  patients,  however,  do  show  some  degree  of 
feeblemindedness,  yet  they  are  cheerful,  affectionate  and  good- 
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humored.  Many  later  become  paralyzed  or  suffer  from  involve¬ 
ment  of  the  special  senses. 

This  condition  is  evidently  due  to  some  interference  with  the 
drainage  of  the  cerebrospinal  fluid  from  the  ventricles  into  the 
subarachnoid  space. 

The  treatment,  if  any  is  possible,  is  surgical. 

Microcephaly. — The  chief  distinguishing  feature  of  micro¬ 
cephaly  is  not  alone  the  small  size  of  the  head,  although  it  usually 
is  less  than  seventeen  inches  in  circumference,  but  its  “sugar  loaf” 
or  cone-like  (oxycephalic)  shape.  Both  forehead  and  chin  recede, 
all  of  which  gives  the  face  a  bird-like  appearance.  The  scalp,  too 
abundant  for  the  skull,  is  thrown  into  folds.  Many  microcephalic 
individuals  are  dwarfs. 

The  majority  of  microcephalies  belong  to  the  imbecile  class. 
Some,  however,  are  industrious  enough  to  earn  a  living  under 
sheltered  conditions.  About  half  of  them  are  said  to  be  subject 
to  epileptic  fits. 

The  cerebrum  of  the  microcephalic  is  extremely  small,  its  posterior  lobes 
so  poorly  developed  that  they  do  not  cover  the  cerebellum.  The  convolu¬ 
tional  pattern  is  simpler  than  normal.  Other  developmental  anomalies  of 
the  brain  also  are  often  present,  as  macrogyria,  heteroptopia,  or  even  ab¬ 
sence  of  the  corpus  callosum. 

The  paralytic  types  of  mental  defectiveness  are  those  asso¬ 
ciated  with  paralyses  which  result  from  a  congenital  or  early  in¬ 
fantile  lack  of  development  of  certain  portions  of  the  brain.  This 
may  be  the  result  of  tumor  growth,  or,  more  frequently,  of  hemor¬ 
rhage  or  injury  induced  by  prolonged  or  instrumental  labor. 
While  many  of  these  paralytic  patients  attain  a  high  grade  of 
intellectual  development,  the  great  proportion  have  some  mental 
defect. 

To  this  group  belong  also  the  cases  of  true  porencephaly,  or 
the  presence  within  one  cerebral  hemisphere  of  cysts  connected 
with  the  ventricles.  The  existence  of  this  condition  is  suggested 
by  the  presence  of  congenital  hemiplegia,  with  paralyzed  limbs 
showing  a  considerable  failure  of  development,  and  a  flattening 
of  the  opposite  side  of  the  skull.  In  false  porencephaly,  the 
cysts,  which  are  the  late  results  of  softening,  hemorrhage,  on  in¬ 
flammation,  have  no  connection  with  the  ventricles. 

The  epileptic  group  of  mentally  defective  persons  have 
convulsions  from  very  early  in  life.  The  most  pronounced  men¬ 
tal  characteristic  of  these  patients  is  great  irritability,  as  shown 
by  sudden  outbursts  of  temper  which  lead  to  acts  of  violence. 


Mental  Defectiveness 


439 


Mental  defectiveness  associated  with  lues  is  a  condition  of 
considerable  importance,  since  the  Wassermann  test  is  positive  in  » 
about  20  percent  of  all  mental  defectives.  The  patients  with  con¬ 
genital  lues  are  backward  in  learning  to  walk  and  to  talk,  and 
have  stunted  and  poorly  formed  bodies.  They  make  little  progress 
at  school  and  not  infrequently  show  also  considerable  moral  de¬ 
ficiency  by  their  thieving,  lying,  and  other  delinquencies.  The 
antiluetic  treatment  of  these  patients  results  in  but  little  improve¬ 
ment. 

Feeblemindedness  may  be  a  sequela  of  certain  of  the  in¬ 
fectious  fevers  (the  inflammatory  types),  as  pneumonia,  typhoid, 
influenza,  etc.  In  most  cases,  however,  only  slight  alterations  of 
disposition  follow  these  diseases.  That  is,  the  children  are  very 
irritable  and  take  no  interest  in  play. 

EMOTIONAL  DEFECTIVENESS 

Just  as  some  persons,  as  judged  by  the  methods  of  intelligence 
testing,  are  mentally  defective,  so  others,  intellectually  quite  nor¬ 
mal,  have  a  defect  in  their  emotional  life.  This  may  be  inborn, 
or  acquired  as  the  result  of  an  infectious  disease,  for  example, 
of  encephalitis  during  childhood.  While  the  term  “emotional  de¬ 
fectiveness”  is  the  one  commonly  used,  yet  “constitutional  psycho¬ 
pathic  inferiority”  is  preferable.  “Moral  defectiveness,”  “moral 
imbecility,”  etc.  (meaning  thereby  a  tendency  to  antisocial  con¬ 
duct  which  exists  from  an  early  age  in  one  intellectually  normal), 
are  terms  which  may  belong  to  sociology,  pedagogy,  and  theology, 
but  not  to  medicine. 

Patients  with  constitutional  psychopathic  inferiority,  from  child¬ 
hood  on,  are  emotionally  unstable.  Early  in  life  they  fly  into 
tantrums  of  temper;  later,  they  are  irritable  and  easily  elated  or 
depressed,  they  lack  courage,  are  easily  bullied.  They  are  affec¬ 
tionate,  and  become  very  dependent  on  those  to  whom  they  are 
attached.  Intellectually,  they  may  be  even  superior  individuals, 
but  their  emotional  life  is  not  stable,  their  efforts  are  not  sustained, 
they  tire  readily,  and  their  ambitions  are  ill-defined  and  change 
rapidly.  Their  judgment  is  poor;  they  are  easily  influenced  by 
passing  moods  and  by  the  suggestion  of  others.  They  attempt 
one  occupation  after  another,  and  abandon  each  for  some  trifling 
excuse.  Their  first  realization  that  they  are  destined  to  failure 
in  life  may  lead  to  an  outspoken  mental  illness.  Some  children 
thus  afflicted  from  childhood  or  early  youth  are  led  by  their 
habitually  abnormal  emotional  reactions  to  indulge  in  antisocial 
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or  immoral  conduct.  They  yield  easily  to  temptation,  to  alcohol¬ 
ism,  and  to  vice.  In  financial  affairs  they  are  improvident,  tend 
to  gamble,  and  frequently  are  driven  to  illegal  transactions  for 
which  at  first,  but  not  later,  they  feel  genuine  remorse. 

Such  persons  make  up  a  considerable  portion  of  the  delinquents 
of  society.  Among  them  are  the  so-called  “affect,,  criminals, 
whose  crimes  are  committed  during  a  spell  of  uncontrollable  emo¬ 
tional  excitement,  and  the  “opportunity”  criminals,  who  succumb 
easily  to  any  temptation.  More  of  them  are  merely  irresponsible 
towards  social  and  business  obligations.  The  first  antisocial  acts 
of  these  former  individuals  were  perhaps  trivial  and  unpremedi¬ 
tated,  but,  later,  strong  vicious  or  criminal  propensities  may  de¬ 
velop,  one  characteristic  of  which  is  that  on  them  punishment  has 
little  or  no  deterrent  effect. 

Certain  persons  who  otherwise  appear  quite  normal  seem  to 
lack  all  moral  sentiments.  For  such,  the  popular  term  “moral 
imbeciles”  might  perhaps  be  justified,  although  “emotionally  de¬ 
fective”  is  better.  In  this  group,  however,  should  not  be  included 
those  criminals  whose  perverted  emotions  are  stable,  who  seem  to 
lack  only  certain  normal  emotional  complexes,  especially  the  ones 
on  which  social  relationships  depend,  such  as  shame  and  affection. 
Such  persons  might  well  be  said  to  have  a  moral  “blind  spot.” 
Among  these  are  some  of  the  kleptomaniacs,  pyromaniacs,  and 
pathological  liars,  persons  whose  conduct  seems  unjustified  by  any 
possible  gain  they  might  have  in  view. 

About  90  percent  of  kleptomaniacs  of  this  type  are  women,  who, 
especially  during  their  menstruation  periods,  steal  and  return  at 
once  anonymously  the  stolen  goods.  The  pathological  liars  of  this 
group  seem  to  lie  for  the  very  joy  of  lying.  They  usually  are 
above  the  average  intellectually,  are  light-hearted,  talkative,  and 
generous  with  unreliable  information.  Most  of  them  have  full 
insight.  They  realize  that  their  stories,  usually  of  wealth  and 
position,  are  false,  yet,  since  these  usually  are  of  the  nature  of 
wish  fulfillments,  they  get  pleasure  in  telling  them.  In  this  group 
also  are  the  so-called  pseudoquerulants,  persons  who  are  emo¬ 
tionally  unstable,  irritable  and  arrogant,  who  always  quarrel  with 
others  concerning  trifling  differences  which  they  magnify  and  con¬ 
cerning  which  they  falsify,  till  finally  they  bring  suit  for  perjury 
or  slander.  These  differ  from  the  litigious  paranoid  individuals, 
since  in  the  former  this  tendency  exists  from  youth  up,  and  be¬ 
cause  of  the  universality  of  their  feelings  of  grievance. 

All  of  the  above  abnormalities  of  emotionally  unstable  indi- 
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viduals  are  best  explained  as  the  continuance  into  adult  life  in 
exaggerated  form  of  tendencies  common  in  children. 

The  eccentrics,  who  are  not  necessarily  constitutionally  defec¬ 
tive,  often  are  difficult  to  distinguish  from  schizophrenic  individ¬ 
uals,  but  differ  from  them  in  that  their  affectivity  apparently  is  not 
much  disturbed. 

Emotional  Instability:  Constitutional  Pathologic  Person¬ 
ality. — In  addition  to  the  above-mentioned  conditions  of  emotional 
inferiority  are  other  deviations  from  the  “human  norm”  which  may 
not  be  actual  defects  and  which  in  different  social  environments 
might  be  quite  acceptable.  The  “normal”  person  is  one  who 
adapts  himself  well,  and  continuously  so,  to  the  social  group  to 
which  he  belongs,  and  who  in  general  is  able  to  contribute  his 
“mite”  to  community  welfare  and  progress.  This  implies  that 
intellectually  he  has  a  mental  age  of  at  least  twelve  years,  has  his 
instinctive  demands  under  good  control,  and  emotionally  is  re¬ 
sponsive  to  those  ethical  standards  which  obtain  in  his  particular 
community.  Such  “normality”  is  impossible  to  invalids  while 
organically  quite  ill,  throughout  life  to  the  congenital  mental  de¬ 
fective,  to  the  psychotic  while  mentally  disturbed,  in  some  degree 
continuously  to  severe  psychasthenic,  at  times  to  neurasthenic  and 
hysterical  patient,  and  to  those  emotionally  inferior. 

There  also  are  many  other  individuals,  however,  outside  of  the 
above-mentioned  groups,  who  throughout  their  entire  life,  because 
of  the  peculiarities,  good  or  bad,  in  their  personality,  are  so  un¬ 
stable  emotionally  that  they  yield  to  occasional  moods  of  unrest, 
which  suddenly  interrupt  the  ordinary  tenor  of  their  ways  and 
start  them  off  on  often  very  undesirable  tangents  marked  by  alco¬ 
holism  or  by  immorality,  or  by  expressions  of  rage,  jealousy,  sus¬ 
picion,  etc.  In  this  group  may  be  included  also  many  others :  the 
“odd”  individuals :  those  “who  never  get  along  in  the  world,”  who 
“never  find  their  nitch  in  life.”  Such  persons  are  said  to  have 
pathologic  personality.  These  individuals  if  introspective  often 
develop  psychoses  and  psychoneuroses :  if  extrovert  in  mental  pat¬ 
tern,  they  as  overcompensation  often  become  antisocial.  Among 
them  are  many  criminals,  many  agitators  against  organized  social 
institutions,  many  fanatics. 

Persons  with  constitutional  pathologic  personality  present  no 
specific  clinical  types ;  their  handicaps  are  products  of  individual 
endowment,  different  from  that  of  their  fellows,  and  possibly  ex¬ 
cellent  in  its  way.  Each  case  should  be  considered  as  a  special 
problem  of  social  adaption  and  the  patient  presenting  it  made  to 
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understand  his  constitutional  limitations,  the  advantages  which 
these  may  involve,  the  dangers  to  which  they  subject  him,  and  the 
ways  in  which  he  can  guard  himself  against  social  failure. 
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Brain  abscess,  169 
lues  of,  169 
tumors,  163 
acoustic,  166 
basilar,  167 
cerebellar,  166 
choked  disc,  164 
congenital,  168 
of  corpus  callosum,  166 
course  of,  168 
diagnosis,  163 
of  frontal  lobes,  164 
granulomata,  168 
headaches  in,  163 
of  hypophysis,  167 
localizing  symptoms  in,  164 
of  occipital  lobes,  165 
of  pineal  gland,  1 66 
of  pituitary,  167 


Brain  tumors,  prognosis  of,  168 
of  tegmentum,  166 
of  temporal  lobes,  165 
of  thalamus,  166 
subtentorial,  166 
treatment,  168 
vomiting  in,  163 
Branch  block,  125 
Bromism,  203 
Bronchi,  diseases  of,  94 
Bronchitis,  allergic,  95 
Bundle  branch  block,  125 

C 

Calculus,  renal,  182 
Capillary  pulse,  124 
Cardiac  irregularities,  112 
neuroses,  290 
rate,  108 

Cardiovascular  system,  108 
Celibacy,  247 

Cerebral  arteriosclerosis,  431 
Cerebrospinal  lues,  169 
diagnosis,  172 
prognosis,  172 

Cerebellar  pontine  tumors,  166 
Choked  disc,  164 
Chorea,  acute,  219 
central,  213 
electric,  219 
Huntington’s,  220 
postparalytic,  220 
Sydenham’s,  219 
Choreic  movements,  219 
Circular  insanity,  404 
Cisternal  arachnoiditis,  167 
Clavus  hystericus,  356 
Cocaine  habit,  202 
Colitis,  150 

Colon,  diseases  of,  150 
irritable,  15 1 
Compulsion,  326 
disease,  343 

Conditioned  reflexes,  27,  31 
Conjunctivitis,  allergic,  48 
Constipation,  152 
Constitutional  inferiority,  34 
psychopathic  inferiority,  441 
Coronary  occlusion,  122 
Corpus  callosum,  tumors  of,  166 
Coughing,  paroxysmal,  106 
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Cramp,  writer’s,  213 
Cranial  nerves,  tumors  of,  167 
Cretinism,  435 
Criminal  tendencies,  204 
Cyanosis,  129 
Cyclothymia,  405 

D 


E 

Ear,  82 

Eccentrics,  441 
Effort  syndrome,  126 
Electric  chorea,  219 
Emotions,  27 
primitive,  27 

Emotional  defectiveness,  439 
instability,  441 
Encephalitis,  192 
behavior  disorders  in,  194 
diagnosis,  195 
mental  symptoms  of,  192 
parkinsonianism,  193 
prognosis,  194 
treatment,  195 


Encephalitis,  tics  in,  194 
sleep  disorders  in,  193 
Endocrine  organs,  16 
adrenal  glands,  23 
pancreas,  23 
parathyroid  glands,  21 
pituitary  gland,  22 
Endocrine  system,  7 
gonads,  24 
pineal  body,  24 
thymus,  7 
Epilepsy,  384 
affect,  391 
alcoholic,  392 
atypical,  390 
contagious,  392 
deterioration  in,  391 
diagnosis,  395 
environment,  35 
essential,  385 
etiology,  393 
focal,  165 

hysteroepilepsy,  350 
idiopathic,  385,  386 
Jacksonian,  165 
and  migraine,  394 
nocturnal,  388 
plateau,  speech  of,  386 
prognosis,  398 
psychogenic,  394 
psychopathology  of,  395 
senile,  433 
treatment,  399 
status,  epilepticus,  400 
types  of,  384 
Epileptic  convulsions,  387 
auras,  387 
dementia,  391 
equivalents,  390 
facies,  395 

feeblemindedness,  438 
major,  387 

and  migraine,  61,  64,  394 
parodoxical,  390 
personality,  385 
prodromata,  386 
psychoses,  390 
rudimentary,  390 
Esophagus,  136 
Eugenics,  250 
Exhaustion,  292 
Exhibitionism,  235 
Exophthalmic  goiter,  18 


Defectiveness,  emotional,  439 
intellectual,  434 
Deficiency  diseases,  196 
Delinquency,  266 
Delirium  tremens,  197 
Dementia  praecox  (see  Schizo¬ 
phrenia),  417 
Dementia  of  epilepsy,  391 
of  manic-depressive  psychosis,  41 1 
of  schizophrenia,  417,  425 
senile,  433 

Depression,  acute,  406 
neurasthenic,  295 
psychosis,  403 
Diaphragmatic  pleurisy,  95 
Dilatation  of  stomach,  144 
Dipsomania,  197 
Dreams,  228 
Drowsiness,  228 

Drugs,  organic  reactions  to,  197 
Duodenal  ulcer,  148 
Dysmenorrhea,  16 1 
Dyspepsia,  143 
reflex,  143 
nervous,  145 
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Extrasystoles,  113 
Extrovert  mental  pattern,  3 
Eye,  47 
signs,  47 
pains,  48 
Eyestrain,  50 
headaches,  50 

F 

Facial  nerve  pains,  83 
Facial  neuralgia,  85 
Fantasy,  263,  264 
Fatigue,  292 
Fear,  317 

Feeblemindedness,  434 
Feminism,  31 1 
Fetishism,  237 
Fibrillation,  auricular,  114 
Flutter,  auricular,  in 
Frigidity,  255 
Froehlich’s  syndrome,  22 

G 

Gall  bladder  symptoms,  155 
stones,  156 
Gallop  rhythm,  124 
Gas  pains,  146 
Gastric 

dysfunctions,  138 
motor,  141 
secretory,  142 
sensory,  142 

functions  and  the  emotions,  137 
ulcer,  147 

Gastro-intestinal  canal,  symptoms, 

136 

General  paresis,  173 
diagnosis,  175 
juvenile,  175 
pathology,  176 
prognosis,  175 
public  health,  176 
treatment,  177 
Genito-urinary  system,  158 
Gilles  de  la  Tourette’s  disease,  21 1 
Glycosuria  pancreatic,  23 
Goiter,  17 
exophthalmic,  18 
toxic,  19 
Gonad  glands,  24 
Grand  mal,  387 


Granulomata  of  brain,  168 
Grave’s  disease,  18 

H 

Habitus,  asthenic,  298 
pyknic,  397 
Hashish,  201 
Hay  fever,  40,  71 
treatment,  72 
Headaches,  88 
bilious,  Si,  55 
of  brain  tumor,  163 
ciliary,  48 
eyestrain,  49 
equivalents,  52 
hypothyroid,  91 
of  insomnia,  92 
menopause,  91 
menstrual,  49,  91 
migraine,  55 
nasal,  76 
allergic,  77 
neurasthenic,  298 
occipital,  78,  92 
ocular,  48 
pituitary,  22,  91 
psychotic,  92 
sick,  55 
sinus,  78 

sphenopalatine,  79 
topalgia,  91 

treatment  of,  54,  80,  93 
Heart 
block,  1 16 
bundle  branch,  125 
irritable,  126 
rate,  108 

symptoms  in  neurasthenia,  290 
tobacco,  122,  126 
thyrotoxic,  123 

Heart  Disease  and  the  Psychoneu¬ 
rosis,  123 

and  psychoses,  125 
Hebephrenia,  423 
Hemiplegia,  hysterical,  353 
Heredity,  35 
Herpetic  neuralgia,  88 
Homosexuality,  237 
Hormones,  7 
Hunger,  139 

Huntington’s  chorea,  220 
Hydrocephalus,  437 
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Hydrogen-ion  concentration,  25 
Hyperacidity,  143 
Hyperchlorhydria,  143 
Hyperglycemia,  23 
Hyperirritability,  8 
Hyperpituitarism,  167 
Hypersecretion,  gastric,  142 
Hypertension,  arterial,  129 
Hyperthyroidism,  17 
in  neurasthenia,  17 
Hypnagogic  hallucinations,  228 
Hypochondria,  328 
Hypoglycemia,  23 
Hypophysis,  tumors  of,  161 
Hypopituitarism,  167 
Hypotension,  arterial,  134 
Hypothyroidism,  16 
Hypomania,  408 
Hysteria,  345 

alterations  in  behavior,  362 
anxiety,  324 
astasia-abasia,  354 
convulsive  types,  350 
diagnosis,  371 
differential,  373 
explanation  of,  364 
fields  of  vision  in,  357 
gastrointestinal  disturbances  in, 
358 

genito-urinary  disturbances  in,  358 
multiple  personality  in,  365 
paralytic  types,  353 
prognosis,  376 
prophylaxis,  376 
psychoanalysis,  381 
psychopathology,  365 
psychotherapy,  381 
respiration,  disturbances  of,  in,  359 
secretions  in,  360 
sensations,  disturbances  of,  in,  356 
sexual  disturbances,  358 
skin  in,  360 

social  importance  of,  370 
symptoms  of,  350 
treatment  of,  379 
vasomotor  symptoms  in,  359 
vision,  disturbances  of,  357 
war,  346 

Hysterical  amnesia,  361 
anorexia,  358 
aphonia,  357 
arthritis,  359 


Hysterical  asthma,  99 
blindness,  357 
chorea,  352 
contractures,  355 
convulsions,  350 
cries,  358 
deafness,  357 
epilepsy,  351,  392 
fever,  360 
fuges,  361 

gait  disturbances,  354 
globus,  372 
hemianesthesia,  356 
hemiplegia,  353 
hyperesthesia,  356 
mental  pattern,  365 
mental  states  in,  361 
paraplegia,  354 
paralyses,  353 
personality,  372 
phantom  tumor,  355 
pseudocyesis,  355 
reactions,  365 
scoliosis,  355 
spasticity,  352 
stigmata,  372 
tachycardia,  359 
tics,  352 
trances,  361 
tremors,  350 

Hysteroepilepsy,  384,  524,  533 

I 

Imbecility,  435 
epileptic,  438 
luetic,  439 
microcephalic,  438 
Mongolian,  437 
moral,  443 

Immune  reactions,  14 
Imperative  ideas,  326 
Impotence,  253 
Impulsive  tic,  21 1 
Indian  hemp  insanity,  201 
Industrial  neuroses,  213,  307 
Infantile  myxedema,  436 
Infantilism,  pituitary,  22 
Infectious  diseases,  organic  reaction 
types,  187 

Inferiority,  constitutional,  34 
complex,  269 
organ,  34 


448 


Index 


Inferiority,  psychopathic,  439 
Influenza,  187 
Inheritance,  35 
Insanity,  405 
Insomnia,  225 
Insulin  shock,  14,  23 
Integration,  263,  265 
Intestinal  autointoxication,  153 
stasis,  153 
Introspection,  291 
Introversion,  237,  296 
Intestines,  diseases  of,  150 
Involutional  melancholia,  413 
Inversion,  sexual,  237 
Introvert  mental  pattern,  3 
Irritable  heart,  126 
Irritability,  8 

J 

Joints,  180 
Juvenile  paresis,  175 

K 

Katatonia,  423 
Korsakow’s  syndrome,  200 

L 

Lead  poisoning,  203 
Liars,  pathological,  440 
Liver,  155 

Locomotor  ataxia,  173 
Lues,  cerebrospinal,  169 
Lumbosacral  strain,  183 
Lungs,  94 

massive  collapse,  106 
M 

Malingering,  375,  397 
Mania,  408 
chronic,  409 

Manic-depressive  psychosis,  405 
depression,  406 
diagnosis,  410 
exaltation,  408 
physical  symptoms,  409 
prognosis,  41 1 
treatment,  410 
Marriage,  249 
Masculine  protest,  31 1 


Masochism,  235 
Massive  collapse  of  lung,  106 
Masturbation,  235 
Matrimony,  249 
Melancholia,  407 
involutional,  413 
Memory,  260 
Meniere’s  syndrome,  83 
Meningovascular  lues,  169 
Menopause,  25,  162 
Mental  defectiveness,  434 
patterns,  1 
Menstruation,  161 
male,  161 
Micturition,  158 
Migraine,  50,  55 
abdominal,  59 
abortive  attacks,  59 
allergic,  63 
cerebellar  type,  61 
cerebral  edema  type,  60 
and  cerebral  vascular  lesions,  65 
diagnosis,  65 
duodenal,  61 
and  epilepsy,  61,  64 
equivalents,  61 
and  eyestrain,  67 
symptomatic,  61 
and  tachycardia,  59 
treatment,  66 
vestibular  type,  61 
Mongolism,  437 
Morons,  435 
Moral  imbecility,  440 
Morphine  habit,  201 
Mucous  colitis,  15 1 
Multiple  personalities,  365 
Muscular  movements,  disturbances 
of,  205 
athetosis,  220 
double,  221 
choreas,  219 
central,  213 
myasthenia  gravis,  223 
myoclonus,  222 
myokymia,  205 
occupational  neuroses,  213 
tetany,  215 
tic  convulsive,  211 
tics,  210 
torticollis,  213 
tremors,  205,  220 
spasms,  210 
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Muscular  movements,  stereotyped 
acts,  212 

Myasthenia  gravis,  223 
Myelitis,  luetic,  171 
Myoclonic  encephalitis,  223 
epilepsy,  222 
Myoclonus,  221 
Myokymia,  203 
Myxedema  of  adults,  16 
infantile,  435 

N 

Narcolepsy,  228 
Nasal  headaches,  76 
reactions,  allergic,  70 
Nausea,  141 
Nephralgia,  182 
Nephroptosis,  182 
Nervous  asthenia,  274 
dyspepsia,  145 
reaction  types,  organic,  187 
Neuralgia,  5 
atypical  facial,  88 
herpetic,  88 
psychogenic,  89 
reflex,  88 
trifacial,  86 
Neurasthenia,  274,  280 
abdominal,  290 
cardiac,  290 
definitions,  280 
diagnosis,  299 
endogenous,  283 
exogenous,  283 
gastrointestinal,  290 
historical  note,  270,  280 
mechanisms  in,  288 
neurocirculatory,  126 
posttraumatic,  307 
prognosis,  301 
sexual,  290 

symptoms  and  signs,  298 
treatment,  301 

Neurasthenic,  maladjustment,  277 
mental  pattern,  45 
reactions,  288 
state,  291 
anxiety  in,  297 
depression  in,  295 
diagnosis,  299 
colon  in,  150 
eyestrain  in,  288 
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Neurasthenic  state,  fatigue  in, 
292 

gall  bladder  in,  156 
gastrointestinal  symptoms,  145 
heart  symptoms  in,  290 
hyperirritability,  291 
industrial,  307 
introspection,  291 
introversion,  296 
latent  disease,  274 
nasal  troubles,  70 
neuralgia  of  face,  88 
occupational  trauma,  213,  307 
physical  signs,  298 
prognosis,  301 
teeth,  83 

thyroid  gland  in,  17 
tremors  in,  299 
tuberculosis,  275 
typhoid  fever,  275 
sexual  organs  in,  245 
treatment  of,  301 
temperament,  246 
trend,  246 
Neuritis,  181 

Neurocirculatory  asthenia,  126 
Neurosis,  cardiac,  290 
colon,  15 1 
gastric,  134 
occupational,  213 
posttraumatic,  307 
posttyphoid,  189 
respiratory,  94 
sexual,  324 
Nightmare,  229 
Night  terrors,  229 
Nose,  70 

O 

Obsessional  compulsions,  325 
rumination,  325 
states,  32,  325>  329 
Occipital  lobe  tumors,  165 
Occupational  neuroses,  213,  307 
Odier’s  sign,  294 
Oedipus  complex,  236 
Opium  habit,  201 
Oriental  culture,  36 
Organ  inferiority,  34 
Organic  nervous  reaction  types,  187 
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Organic  reaction  types,  187 
to  acute  lobar  pneumonia,  189 
to  adrenal  disease,  23 
to  alcohol,  197 
to  beriberi,  196 
to  bromides,  203 
to  carbon  monoxide,  204 
to  cocaine,  202 
to  deficiency  diseases,  196 
to  encephalitis,  192 
to  gonad  troubles,  160 
to  hashish,  201 
to  Indian  hemp,  201 
to  infectious  diseases,  187 
to  influenza,  187 
to  intestinal  parasites,  197 
to  lead  poisoning,  203 
to  morphine,  201 
to  opium,  201 
to  pancreas  disease,  157 
to  parathyroid  disease,  217 
to  pellagra,  196 
to  pernicious  anemia,  195 
to  pituitary  disease,  167 
to  pneumonia,  189 
to  pregnancy,  190 
to  rickets,  197 
to  scurvy,  197 
to  thyroid  disease,  16 
to  tuberculosis,  189 
to  typhoid  fever,  188 
Otalgia,  82 
Ovarian  hormone,  25 
Overcompensation,  268 

P 

Pain,  9 
referred,  9 
Pallor,  129 
Pancreas,  23 

disease,  organic  reactions  in,  157 
Paralysis  agitans,  207 
Paralytic  feeblemindedness,  438 
Paralytic  idiocy,  438 
Paramyclonus  multiplex,  222 
Paranasal  sinusitis,  74 
allergic,  75 

and  vitamine  deficiency,  76 
Paranoia  vera,  428 
prognosis,  429 
treatment,  429 
Paranoid  schizophrenia,  425 
states  and  trends,  429 


Parasexuality,  233 
Parasites,  intestinal,  197 
Parasympathetic  stimulation,  6 
Parathyroid  gland  disease,  21 
organic  reactions  in,  217 
Paresis,  general,  173 
Parkinson’s  disease,  207 
Parenchymatous  lues,  173 
Parkinsonianism,  193 
Paroxysmal  coughing,  106 
Pavor  nocturnus,  229 
Pattern,  mental,  1 

Pellagra,  organic  reaction  type  in, 
196 

Pelvic  organs,  160 
Peptic  ulcer,  147 
Peripheral  circulation,  128 
Pernicious  anemia,  organic  reaction 
type  in,  195 
Personality,  2 
epileptic,  385 
multiple,  365 
neurasthenic,  296 
ontogenesis  of,  257 
Perversions,  sexual,  233 
Petit  mal,  389 
Phantom  tumor,  355 
Phobias,  32,  318 
Physical  Reeducation,  337 
Pineal  body,  24 
tumors  of,  166 
Pituitary,  tumors  of,  167 
disease,  22 
headaches,  22 
hormones,  22 

organic  reaction  type  in,  22 
overactivity,  167 
somnolence,  22 
underactivity,  167 
Pleurisy  pain,  95 
diaphragmatic,  95 

Pneumonia,  acute  lobar  organic  re¬ 
action  type  in,  189 
Pollinosis,  40,  71 
Porencephaly,  438 
Posttraumatic  psychoses,  430 
psychoneuroses,  307 
Predatory  instincts,  36 
Pregnancy,  organic  reaction  type  in, 
190 

Presbyophrenia,  434 
Pressure,  intracranial,  163 
Procreation  and  eugenics,  251 
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Professional  cramp,  213 
Prostatitis,  159,  185 
Protective  defense  measures,  2 
Pseudocyesis,  355 
Pseudolumbago,  184 
Pseudosciatica,  184 
Pseudotabes  syphilitica,  171 
Psychasthenia,  315 
anxiety  states  in,  316 
compulsions  in,  326 
course,  330 
definition,  315 
diagnosis,  334 
obsessions  in,  325 
physical  signs,  333 
prophylaxis,  334 
treatment,  335 
Psychasthenic  reactions,  315 
Psychic  epilepsy,  394 
trauma  and  goiter,  19 
and  hysteria,  262 
Psychoneuroses,  4,  270 
and  heart  disease,  123 
and  delinquency,  266 
and  industries,  307 
and  organic  disease,  272 
and  perversions,  242 
posttraumatic,  307 
Psychological  mechanisms,  33 
Psychopathic  inferiority,  439 
Psychoses,  405 
alcoholic,  198 
epileptic,  390 
febrile,  189 

and  heart  disease,  125 
infectious  exhaustive,  189 
of  involutional  period,  413 
manic  depressive,  405 
paranoia,  428 
posttraumatic,  430 
schizophrenic,  417 
Psychoanalysis,  342 
Psychotherapy,  340 
Pulse,  capillary,  124 
fast,  108 

in  fibrillation,  114 
in  flutter,  hi 
in  heart  block,  116 
irregular,  113 
intermittent,  113 
slow,  1 12 

Pulsus  alternans,  124 
Pyknolepsy,  397 


R 

Rathke’s  pouch  cysts,  168 
Reactions,  anxiety,  28 
autonomic,  5 
emotional,  27 
reflex,  5 
somatic,  27 
visceral,  27,  30 
Reaction  types,  organic,  187 
Reference,  areas  of,  9 
Referred  pain,  9 
Reflex  mechanisms,  5 
Reflexes,  conditioned,  31 
cutaneous,  10 
pathological,  31 
Rhinitis,  hyperesthetic,  70 
vasomotor,  73 
Rhythm,  gallop,  124 
Rickets,  197 
Ruminations,  325 


S 


Sadism,  235 
St.  Vitus’s  dance,  219 
Scatological  interests,  234 
Schedule  therapy,  338 
Schizophrenia,  417 
autism  in,  418 
catatonic  type,  423 
dementia  in,  417,  425 
diagnosis,  426 
etiology,  424 
hebephrenic  type,  423 
paranoid  type,  425 
personality,  418 
physical  signs,  421 
prognosis,  425 
symplex  type,  422 
symptoms,  419 
treatment,  426 
Scoliosis,  185 
Scotomata,  56 
Scurvy,  197 
Senility,  433 
Senile  asthma,  100 
Sex  character,  243 
factor  in  asthma,  100 
in  hysteria,  262,  324 
genital,  244 
neurotic,  245 
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Sexual  disturbances,  231 
algolagnia,  235 
exhibitionism,  235 
fetishism,  237 
frigidity,  255 
homosexuality,  237 
impotence,  253 
inversion,  237 
libido,  244 
life  of  children,  263 
masochism,  235 
masturbation,  235 
neurasthenia,  organs  in,  245 
Oedipus  complex,  236 
parasexuality,  233 
perversions,  233 
and  psychoneuroses,  160 
sadism,  235 

scatological  interests,  234 
sublimation,  243 
Sinusitis,  74 
and  hay  fever,  72 
Skin,  179 

Skin  eruptions  in  asthma,  101 
Sleep,  disorders  of,  225 
dreams,  228 
insomnia,  225 
narcolepsy,  228 
nightmares,  229 
night  terrors,  229 
pavor  nocturnus,  229 
somnambulism,  230 
somniloquy,  230 
somnolence,  228 
Somnatic  reactions,  27 
Somnambulism,  230 
Somniloquy,  230 
Somnolence,  227 
pituitary,  22 

Sphenopalatine  syndrome,  79 
Spinal  paralysis,  specific,  171 
Spine,  185 
Spasms,  210 
habit,  210 
reflex,  210 
tics,  210 

tic  douloureux,  210 
Spondylitis,  181 
Stereotyped  acts,  212 
Superego,  263 
Sublimation,  243 
Sydenham’s  chorea,  219 


Sympathetic  syndrome,  15 
stimulation,  6 
Sympatheticotonia,  12 
Symptoms,  physical,  7 
protective  function  of,  2 
Syncope,  125 

Syphilis  of  central  nervous  system, 
169 

Syphilitic  idiocy,  439 

T 

Tabes  dorsalis,  173 
juvenile,  173 
Taboparesis,  173 
Tachycardia,  paroxysmal,  109 
simple,  108 
Teeth,  83 
Tetany,  215 

Thalamus  syndrome,  356 
tumors  of,  166 
Thyroid  gland,  16 
hormone,  7 

Threshold  of  sensations,  5 
Thymus,  24 
Thyrotoxic  heart,  123 
Tic,  210 
convulsive,  21 1 
disease,  21 1 
douloureux,  87 
Tobacco  heart,  122,  126 
Topalgia,  91 
Torticollis,  213 
Tourette’s  disease,  21 1 
Toxic  goiter,  19 
Transmission,  35 
Trauma  and  neurasthenia,  307 
Traumatic  psychoses,  430 
Tremors,  205 

of  acute  infectious  diseases,  207 

alcoholic,  206 

of  Basedow’s  disease,  206 

of  brain  lesions,  207 

cerebellar,  166 

coarse,  205 

compound,  205 

familial,  208 

fine,  205 

functional,  208 

habitual,  208 

hysterical,  209 

insular  sclerosis,  208 

of  neurasthenia,  209 
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Tremors  of  paresis,  206 
of  Parkinson’s  disease,  207 
Parkinsonianism,  207 
physiological,  206 
senile,  208 
simple,  205 
toxic,  206 

Trifacial  neuralgia,  86 
Tuberculosis,  51 
organ  reaction  types,  189 
Tumors  of  brain,  163 
Typhoid  fever,  188 
psychoses,  189 
state,  188 

U 

Ulcer,  duodenal,  148 
gastric,  147 
Uncinate  fits,  165 
Unconscious,  the,  260 


Urethritis,  allergic,  159 
Urological  conditions,  backache  in, 
182 

V 

Vagotonia,  12 
Vagus  head  pains,  83 
Vasovagal  syncope,  126 
Vasomotor  rhinitis,  73 
reactions,  27 
Vallieux’s  points,  86 
Vertigo,  83 
Visceral  pain,  9 
Viscerocutaneous  reflexes,  10 
Viscerosomatic  reflexes,  10 
Vomiting,  142 
of  brain  tumor,  163 
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War  hysteria,  346 
Writer’s  cramp,  213 
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